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ABSTRACT
Stevenson, Gwendolyn A., DNP. Wright State University-Miami Valley College of
Nursing and Health, Wright State University/University of Toledo, 2018. EvidenceBased Practice Change Proposal: Implementation of a Nurse Residency Program for
New Graduates Beginning Practice in an Extended Care Facility.
The transition to practice (TTP) of new registered nurses has long been a concept of
interest within the nursing profession as unsuccessful transition to practice impacts
individual nurses, healthcare organizations, the nursing profession, and the quality of
patient care. There has been a renewed focus on transition to practice as changes in
the healthcare delivery system and nursing profession have highlighted the
importance of successful TTP in ensuring quality patient care in all settings. With an
increasing geriatric population and healthcare delivery shifting away from acute care
settings, greater numbers of new registered nurse graduates are transitioning to
practice in extended care facilities where there are fewer resources to support
successful transition to practice. According to the American Health Care Association,
the 2012 mean turnover rate for registered nurses in skilled nursing care centers was
50%, which was an 11% increase from the prior year. This evidenced-based practice
change project developed a new registered nurse graduate nurse TTP program in the
extended care setting using the TTP program developed by the National Council of
State Board of Nursing (NCSBN). Implementation of the program was piloted in two
facilities within a large multisite healthcare system that provides extended care,
skilled nursing, and home health care services. The intent of the project was to
support the TTP of new registered nurse graduates who have been employed for less
than 12 months in this setting and to determine the feasibility and sustainability of the
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TTP program throughout the organization. Preceptors were identified at each pilot
site to work with the new registered nurse graduates for completion of the program.
Each new registered nurse graduate completed five online modules over the course of
10 weeks and met with a preceptor after each module. Following completion of the
program, the new registered nurse graduates were invited to complete a survey to
evaluate the program and provide feedback. They were also invited to complete the
Casey-Fink Graduate Nurse Experience Survey© both pre and post completion of the
program to measure any differences in their confidence levels following the
intervention. The Iowa Model of Evidence-Based Practice to Promote Quality Care
(Iowa Model) was used to guide implementation of the project. Although there was a
small sample size and findings from the Casey- Fink Graduate Nurse Experience
Survey© showed no significant statistical findings for the outcome of confidence,
feedback about the program was positive with anecdotal evidence that the program
was valuable to the organization. Following completion of the pilot project, the
stakeholders decided to create a task force to implement the program across the
organization as it was viewed as a positive, sustainable approach to help new
registered nurse graduates experience a successful transition to professional practice.
Keywords: Transition to practice, extended care facilities, new graduate
orientation, nurse residency program.
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I. INTRODUCTION
Chapter I includes the identification and background of the problem, the
significance of the program and potential interventions. The purpose and goals of the
project are also discussed along with the PICOT question and the guiding frameworks
utilized.
Problem
In 2017, a total of 166,247 individuals successfully passed the National Council
Licensing Exam (NCLEX) for registered nursing and prepared to enter the nursing
profession (NCSBN, 2017). As these newly licensed registered nurses (RNs) entered the
workforce and began their nursing careers, a key aspect of their success was the ability to
transition from the role of student nurse to the role of a professional nurse in a practice
setting. The inability of new RNs to successfully make this transition has numerous
negative consequences for our healthcare delivery system and for the individual nurse.
One such negative consequence is a high RN turnover rate. Kovner, Brewer, Fatehi, and
Jun (2014) found that approximately 17.5% of new RNs leave their first job with the first
year and approximately 33.5% leave within 2 years. Therefore, assuming the vast
majority of the individuals licensed in 2017 accepted nursing employment, it is
reasonable to conclude that approximately 29,000 of these new RNs left their first job
within a year. This illustrates the impact that unsuccessful transition to practice (TTP)
can have on the nursing profession and healthcare delivery system. Additionally, the
National Council of State Boards of Nursing (NCSBN) cites the inability of new nurses
to successfully transition to professional practice as having “grave consequences”
(NCSBN, 2018).
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Definition and Background
Transition to the professional nursing role has been defined as “…the process of
making a significant adjustment to changing personal and professional roles at the start of
one’s nursing career” (Duchscher, 2008, p. 442). TTP includes the constructs of role
development and socialization, both of which influence the retention of new registered
nurse graduates (NRNGs) and impact organizational costs associated with turnover. TTP
may also be viewed as the development and progression of skills related to clinical
judgment and the delivery of safe patient care. This is generally thought of as
competence and is reflective of the concept of novice-to-expert as described by Benner
(Chappell & Richards, 2015). A new graduate nurse’s TTP is influenced by many factors
and while the concept has been studied for more than 80 years, most of the work
regarding this concept has taken place since the 1970s when Marlene Kramer coined the
term reality shock (Spector, Blegen, Silvestre, Barnsteiner, Lynn, Ulrich, et al., 2015).
In recent years there has been a renewed focus on TTP due to multiple factors
related to changes in healthcare delivery. These factors include increased levels of
patient acuity, shorter lengths of stay, technological advances, and increased complexity
of patient care which creates a need for systems thinking (Dyess & Sherman, 2009;
Spector, Blegen, Silvestre, Barnsteiner, Lynn, Ulrich, et al., 2015). TTP is impacted as
well by knowledge and skill gaps that may exist between what is learned in academic
settings and what is expected by employers in the workplace. Studies have indicated new
graduates and hospital administrators alike are concerned about the ability of the NRNG
to provide safe patient care (Dyess & Sherman, 2009; Ulrich et al., 2010). Two studies
by the NCSBN found fewer than 50% of employers thought NRNGs were safe and
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effective in practice (Spector, Blegen, Silvestre, Barnsteiner, Lynn, Ulrich, et al., 2015;
Spector, Ulrich, & Barnsteiner, 2017). In 2008, a study by Berkow, Virkstis, Stewart,
and Conway found there was a wide gap between the perceptions of nursing school deans
and nursing practice leaders in regard to the preparation of NRNGs. The heightened
emphasis on TTP is also reflective of the concern about potential nursing shortages and
the need to retain nurses in the profession. In the last decade, due to the aging of the RN
workforce and fewer young women choosing nursing as a career, many workforce
projections identified a looming nursing shortage with an estimated shortfall of
approximately 400,000 nurses by 2020 (Auerbach, Buerhaus, & Staiger, 2011).
Similarly, Spiva et al. (2013) stated that by the year 2025 the U.S nursing shortage will
reach 260,000 nurses. Recent studies by Auerbach, Buerhaus, and Staiger (2016) found a
widespread nursing shortage in the United States will be less drastic than initially
predicted and will likely vary by geographic region; however, an aging Baby Boomer
generation and changes within the healthcare delivery system will continue to present
challenges that require an adequate nursing workforce (Auerbach, Chattopadhyay,
Zangaro, Staiger, & Beurhaus, 2017). Blegen, Spector, Lynn, Barnsteiner, and Ulrich
(2017) state that although the number of newly educated nurses is on the rise, uncertainly
about the stability of the nursing workforce lingers and a major concern is the low
retention rate of NRNGs. According to data from NCSBN, approximately 25% of new
nurses leave a position within their first year of practice (NCSBN, 2018) and as already
discussed, Kovner, et al. (2014) report this number to be 17.5% for NRNGs. Similarly,
NSI Nursing Solutions, a recruiting organization for nurses in the United States, reported
that according to its’ annual health care and retention report, the turnover rate for bedside
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RNs rose to 16.8% in 2018. (NSI Nursing Solutions, Inc, 2018). To maintain an
adequate workforce, it is crucial to retain NRNGs who are entering the profession
(Olson-Sitki, Wendler, & Forbes, 2012). TTP is also viewed as more significant today in
part because NRNGs take the licensing exam (NCLEX) via computerized testing and
begin practice almost immediately after graduation. This often creates situations in
which NRNGs are functioning independently more quickly than in years past and
therefore they do not receive as extensive guidance from an experienced nurse (Roth,
2008).
Significance of the Problem
The concern for TTP issues is evident from the work done by multiple
organizations and groups over the last decade. The Foundation of Nursing Excellence
began a Transition to Practice initiative in 2005 in response to a report from the North
Carolina Institute of Medicine which recommended the North Carolina Board of Nursing
convene a workgroup to examine options to improve school-to-work transitions for
NRNGs (Roth, 2008). In efforts to improve NRNG orientation and transition, the
NCSBN created an evidence-based regulatory model known as the Transition to Practice
Model to guide the transition of NRNGs into practice and identified a goal of adopting
the TTP model in all states through licensure regulation (Dyess & Sherman, 2009;
Spector & Echternacht, 2010). The 2010 Institute of Medicine (IOM) report, The Future
of Nursing: Leading, Changing, Advancing Health, recommended the adoption of nurse
residency programs across all settings as a mechanism to influence TTP and the delivery
of safe patient care (IOM, 2010; Pittman, Herrera, Bass, & Thompson, 2013).
Additionally, a Carnegie study on nursing education supported the need for nurse
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residency programs (Ulrich et al., 2010). The Accreditation Commission for Education
in Nursing (ACEN) recently established standards and criteria to promote quality,
effective TTP programs, with constituents and communities of interest providing
feedback on the second draft of the standards (ACEN, 2017). In 2011 and 2012 the
NCSBN completed multisite, randomized, controlled studies in three states to determine
the effects of its’ TTP program in hospital and nonhospital settings (Spector, Blegen,
Silvestre, Barnsteiner, Lynn, & Ulrich, 2015; Spector, Blegen, Silvestre, Barnsteiner,
Lynn, Ulrich, et al., 2015). In regard to the recommendations noted above, it is important
to note that in the professional literature, the terms “transition to practice program” and
“nurse residency program” may be used interchangeably as these terms are considered to
be synonymous as noted by Spector et al. (2017). Therefore, the recommendations cited
are essentially calling for the same type of program to be implemented.
TTP is a complex process influenced by many factors and has serious
consequences for patients, healthcare organizations, and NRNGs (Welding, 2011).
Although the consequences and outcomes of unsuccessful TTP are well documented and
the factors that lead to successful TTP have been extensively studied, a large majority of
the literature and research related to TTP focuses on NRNGs who begin practice in a
medical-surgical setting in an acute care hospital. Medical-surgical settings have
traditionally been viewed as the most appropriate setting to begin practice (Rush,
Adamack, Gordon, Lilly & Janke, 2013). There is much less documentation regarding
factors that affect the successful (or unsuccessful) TTP of NRNGs beginning practice in
extended care facilities (ECF) or nursing homes (NH); although, in 2012 the NCSBN
replicated its’ TTP study in nonhospital settings with an aim of assessing the
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generalizability of the TTP program to non-acute care settings such as long-term care,
home health, and public health (Spector, Blegen, Silvestre, Barnsteiner, Lynn, & Ulrich,
2015).
With shifts in practice settings, an aging population, changes in utilization of
resources, technological advances, and changes in hiring practices, it is essential that the
TTP of NRNGs in ECF settings be successful and be a priority. The 2017 Environmental
Scan conducted by NCSBN (2017) indicated a shift in nurse employment to nonhospital
setting with more care being delivered in ECFs. Altier & Krsek (2006) predicted NHs
will need 66% more RNs by 2020. Therefore, it is realistic to anticipate a greater number
of NRNGs will begin their careers in these settings. NRNGs surveyed in 2010-2011
were more likely to be working in non-acute settings such as NHs, home health, and
ambulatory care than NRNGs surveyed in 2004-2005 (Spector, Blegen, Silvestre,
Barnsteiner, Lynn, Ulrich, et al., 2015). Also, more NRNGs are now entering practice in
ECF settings because many hospitals are focused on attaining Magnet® Recognition,
which is an award given by the American Nurses’ Credentialing Center (ANCC) to
hospitals that satisfy a set of criteria designed to measure the strength and quality of their
nursing. As part of seeking this recognition, hospitals often plan to increase the
percentage of their baccalaureate (BSN) prepared staff. Therefore, a large portion of
associate degree nursing (ADN) graduates are accepting initial employment in ECFs or
NHs and subsequently, this is the setting in which their TTP takes place. Anecdotal
evidence indicates new ADN graduate nurses often start their careers in ECFs due to a
lack of hiring of ADN graduates by hospitals. According to data from the Ohio Board of
Nursing (OBN, 2017), 10,602 of the 169,449 licensed RNs in Ohio identify an ECF or
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NH as their primary practice setting. Although this is a small percentage (6.26%), it is
the second largest sector for employment with 58% of licensed RNs working in a hospital
setting (OBN, 2017). This data is reflective of the national workforce data reported by
OBN in 2013-2014 which showed 63% of RNs were employed in hospitals and 7% were
employed in NH facilities (OBN, 2013-2014). The number of RNs employed in NH
facilities has risen by 9.7% over the last decade (Health Resources and Services
Administration, 2013). This is of significance since the number of TTP programs in long
term settings lags behind the number of TTP programs in acute settings. A national study
in 2006 found only 5.6% of RNs employed in ECFs went through a TTP program
(Spector et al., 2017) and Silvestre, Bowers, & Gaard (2015) state “TTP programs are
more common in hospital settings but still quite rare in long term care” (p. 54).
Turnover is an adverse consequence of unsuccessful TTP and the effect of
licensed nurse turnover on the delivery of safe patient care in NHs has been shown to
have negative implications. A study by Lerner et al. (2014) found that in NHs with high
nursing staff turnover there were greater quality deficiencies. Similarly, Salmond,
Cadmus, Black, Bohnarczyk and Hassler (2017) report workforce instability, as measured
by retention and turnover rates, negatively influences quality of care and patient
satisfaction. Castle and Anderson (2011) described low staffing levels and high turnover
in NHs as suboptimal staff characteristics. Using a multiple survey design to examine the
relationship between caregiver staffing in NHs and the quality of care, they found that
increasing RN staffing levels in all cases resulted in better quality indicators. This
finding was attributed to the clinical knowledge, care coordination, and professional
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oversight that RNs provide in the NH setting; therefore, retention of NRNGs in this
setting is crucial to the delivery of quality care.
In addition to the implications for safe patient care, unsuccessful TTP has
financial consequences for the organization as nursing orientation and RN turnover is
costly. In a 2011 article, Welding cited the turnover cost per NRNG to be $22,420$77,200 while others reported turnover costs in 2007 to be $88,000 per new nurse (Spiva
et al., 2013). Citing turnover of NRNGs in acute care settings, Fink, Krugman, Casey
and Goode (2008) estimated the financial loss to an organization to be $40,000 for each
NRNG who leaves prior to one year of employment. Similarly, Buffington, Zwink, Fink,
DeVine, and Sanders (2012) reported the financial burden to replace a RN to be between
$42,000 and $64,000. The turnover rate for NRNGs employed in ECFs has been noted to
be higher than the turnover rate of NRGNs employed in hospital settings (Silvestre,
Bowers, et al, 2015). The 2012 median turnover rate for RNs in skilled nursing care
centers, as reported by the American Health Care Association, was 50% which was an
11% increase from the prior year (American Health Care Association, 2014).
Internal evidence also supports the serious implications of RN turnover for the
organization where this EBP project was implemented. Data provided by the human
resources (HR) department indicated the RN turnover rate for the period of May 1, 2016
to April 30, 2107 ranged from 29% to 600% for the 12 different ECF facilities within the
organization. Of note, is that the 600% turnover represented one very small facility with
only one full-time RN employed; therefore, that specific rate is considered an outlier.
The total RN turnover for all 12 facilities during the identified time period was 58% and
reflected the voluntary termination of 63 RNs. The turnover rate for this organization
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during the identified time period was higher than the national average as reported by the
American Healthcare Association and noted above.
Estimates of the turnover cost in ECF settings were not found in the literature, and
while these costs are likely lower than the turnover costs noted for hospitals, turnover
costs for ECFs are also a serious financial burden. Even assuming turnover costs in ECF
settings are half as much as those in hospital settings, the cost of replacing 63 RNs in one
year’s time could feasibly be over a million dollars per year. The financial implications
of this figure are quite significant and therefore it is important to the financial health of
the organization to identify strategies to decrease turnover.
The high turnover rate is also a concern as it relates to the delivery of safe patient
care. The literature supports the conclusion that high turnover rates have a negative
impact on safe, quality patient care (Castle & Anderson, 2011; Lerner et al., 2014;
Salmond et al., 2017). Also of significance in relation to the turnover rate is the chief
nursing officer’s (CNO) view that a significant loss of institutional knowledge occurs
with a high turnover rate which impacts the effective functioning of the organization.
Due to each of these factors it is important to examine the evidence related to TTP in
both hospital and nonhospital settings and determine if it is transferable to this ECF
organization.
Potential Interventions
A review of the orientation processes for NRNGs at OhioLiving revealed a lack
of consistency among the various facilities, relatively informal processes, and lengths of
orientation that often span less than two weeks. Compared to the length of orientations
for NRNGs in hospital settings this is extremely short; however, it is a common length of
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time among ECFs (Aaron, 2011). The CNO voiced a need to formalize and enhance
orientation processes and develop a TTP program to better support NRNGs in the
extended care setting. Based on external evidence from the literature, there are many
possible interventions that could be adopted to impact the TTP for NRNGs in this
organization. Possible interventions gleaned from the professional literature included: 1)
implementing a NRNG residency program, 2) developing a mentoring program, 3)
implementing measures to increase the confidence of the NRNG 4) increasing a NRNG’s
knowledge of geriatrics, 5) providing a workplace culture free of incivility, 6)
implementing measures to increase job satisfaction, 7) developing an orientation
curriculum inclusive of Quality and Safety Education for Nurses (QSEN) competencies,
and 8) training and utilizing preceptors.
Purpose and Goals
The purpose of this EBP project was to implement a TTP for NRNGs in the ECF
setting that was based on evidence and the preferences and values of the stakeholders.
The goal of the project was to facilitate the successful TTP of NRNGs beginning practice
at OhioLiving with the specific intervention of implementing the NCSBN TTP program.
This TTP program is based on the TTP regulatory model developed by NCSBN and
includes five modules based on QSEN competencies. An additional module is intended
for preceptor training/development. The five modules designed for the NRNG are titled,
Communication and Teamwork, Patient-Centered Care, Evidence-Based Practice,
Quality Improvement, and Informatics. A critical concept in the successful TTP of
NRNGs is that of self-confidence or self-efficacy (Ulrich et al., 2010); therefore, the
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concept of self-confidence was the initial and primary focus in examining the literature
related to TTP.
PICOT Question
The first step in examining the evidence related to TTP and the outcome of selfefficacy was the development of a well-formulated PICOT question. PICOT is a
mnemonic that helps the clinician use a consistent approach in identifying the clinical
problem and develop a “searchable, answerable” question (Melnyk & Fineout-Overholt,
2015, p. 37). The letters in the mnemonic refer to: patient Population of interest;
Intervention or issue of interest; Comparison intervention or issue of interest; Outcome
of interest; and Time involved to demonstrate the outcome (Melnyk, Fineout-Overholt,
Stillwell, & Williamson, 2010; Melnyk & Fineout-Overholt, 2015). A PICOT question
provides a guide to search the literature for relatable evidence and helps ensure the right
evidence is found in an efficient, time saving manner. Therefore, a literature search for
the problem of interest began with the following PICOT question: “In NRNGs beginning
work in an ECF, how does a mentoring program (nurse residency program) compared to
a current orientation program for new hires affect feelings of self-efficacy within a 9month time period?” In this question, a NRNG is defined as a graduate of a nursing
program who is a newly licensed RN. An ECF is defined as a healthcare institution that
focuses on long-term care and includes NHs. A nurse residency program would be
defined as a structured onboarding or orientation program that includes an organized
mentoring program and lasts a minimum of six weeks. Included as a nurse residency
program would be programs labeled as internships that include similar components of
mentoring and time frame. Self-efficacy would be defined as the belief one has in her/his
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ability to manage and deliver safe, effective patient care, with the term self-confidence
considered a synonym of self-efficacy.
Guiding Frameworks
The Iowa Model of Evidence-Based Practice to Promote Quality Care (Iowa
Model, 2015) was identified as a good fit for implementation of an evidence-based
practice (EBP) project related to TTP in the ECF setting. Utilization of this model guides
nurses in making decisions about practices that affect patient outcomes (Melnyk &
Fineout-Overholt, 2015) and through identification of several steps, the model provides a
“roadmap” for applying EBP. The initial step is to determine key triggers or practice
questions for inquiry. Key triggers are identified as either problem focused, or
knowledge focused and the focus will determine the pathway taken in the model (Titler et
al., 2001). Following identification of the triggers, the use of the EBP process in
addressing relevant practice questions is evaluated and considered along with
organizational priorities. This is an important step as organizational buy-in is an essential
component when working on EBP implementation (Brown, 2014). The next step
includes forming a team that commits to addressing the topic of interest and selects,
reviews, critiques, and synthesizes available research evidence (Melnyk & FineoutOverholt, 2015). Following this step, if there is sufficient evidence to do so, a pilot for
practice change is implemented and evaluated. The practice change is then evaluated,
and results are disseminated (Melnyk & Fineout-Overholt, 2015; Titler et al., 2001).
Bauer (2010) identifies the Iowa Model as an organizational model since it considers the
impact of the organization on EBP (see Appendix A for figure of the model; IOWA
Model Collaborative, 2017).
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The IOWA Model was selected to guide implementation of an EBP project
related to TTP for several reasons. The Iowa Model aligns quite well with the seven
steps of EBP as identified by Melnyk and Fineout-Overholt (2015) and therefore,
dovetails with the EBP process. The model provides clear steps and includes questions
along the pathway to guide appropriate next steps based on answers to critical questions.
The logical steps and questions in the model are helpful as relevant factors in the change
process are considered, such as asking about the organization’s priorities and forming a
team. TTP issues have a significant impact on organizational outcomes, thus it is
important that an EBP project related to this issue be based on organizational priorities.
ECFs typically have fewer resources compared to larger health networks; therefore,
consideration of priorities regarding utilization of resources for a TTP program must be
considered prior to any practice change. Furthermore, interventions related to addressing
TTP issues are expensive; therefore, a plan to pilot a practice change can help eliminate
unnecessary costs if the intervention does not prove to be cost effective or fails to result
in the intended outcomes. As described by Titler et al. (2001), “The pilot indicates the
feasibility and effectiveness of using the guideline in various practice settings such as
acute care, long-term care, or home health care” (p. 506). Finally, the step of forming a
team is viewed as essential to moving through the EBP process as change theory and
change processes must be considered for success of the project. A team approach at the
point of the literature review allows for early identification and involvement of
stakeholders.
The Iowa Model is useful in guiding the steps of the EBP process, but additional
theories or models are valuable in supporting and understanding the concept of TTP. In
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the early 1980s, Patricia Benner developed her Novice to Expert model which identified
stages of clinical competence and provided a framework for understanding how NRNGs
acquire nursing knowledge (Dracup, 2004). The five stages in the model are 1) novice,
2) advanced beginner, 3) competent, 4) proficient, and 5) expert. Benner’s model is
derived from the Dreyfus Model of Skill Acquisition and is focused on how one becomes
an expert nurse by progressing through the stages of clinical competence (Dracup, 2004).
While Benner’s work is useful in understanding the needs of the NRNG at the novice
stage of clinical competence development, role adjustment has been found to include
more than mastering clinical skills (Halfer, 2007). Therefore, transition theory is helpful
in understanding the complex role adjustment that occurs during TTP.
Since the concept of TTP stems from the body of knowledge related to transition
theory, this theory can provide a basis for decisions related to an EBP change project for
this organization. According to Chick and Meleis (1986), transition is a familiar concept
in developmental, stress, and adaption theories and is closely related to change theory as
well. Thus, TTP is characterized as a developmental process that occurs over time with
guidance, support and mentoring from others. The process of TTP includes key themes
such as learning and adjusting to change; handling stress, adopting a professional role
identify, and experiencing mixed emotions; thus, it brings about decreased confidence as
the work of moving from novice to expert is done (Duchscher, 2008). Successful TTP is
influenced by antecedents which can be categorized as personal or environmental and the
presence or absence of certain antecedents has been found to either promote or inhibit a
nurse’s transition to the nurse practitioner role (Barnes, 2015). Although the antecedents
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for a nurse practitioner may vary slightly from those of a NRNG, the general approach of
categorizing antecedents as personal and environmental remains applicable.
A personal antecedent to TTP includes the new graduate’s educational preparation
and licensure as an RN since an individual must complete nursing school and pass the
NCLEX prior to entering the profession. Additional antecedents to TTP include:
personal characteristics, prior work experience, and the NRNG’s desire for feedback and
engagement in the transition process. Environmental or external antecedents include job
complexity, support, and formal orientation (Barnes, 2015). In Meleis’s middle-range
transition theory these antecedents are considered transition conditions (Meleis, Sawyer,
Im, Messias, & Schumacher, 2000). With TTP there are two possible outcomes: a
successful role transition or an unsuccessful role transition. Successful TTP is the desired
outcome with patterns of response that include process indicators and outcome indicators.
At the individual level, process indicators include a feeling of self-efficacy, a positive
preceptor/mentor relationship, and a strong orientation process while outcome indicators
would include role development, closure of the knowledge/skills gap, and ability to
handle complex patient situations. At the organizational level outcomes of successful
TTP include lower turnover rates, cost savings to the organization (Bratt, 2009) and
delivery of safe patient care. Conversely, at an individual level, an unsuccessful role
transition may result in termination of employment, decreased confidence, and attrition
from the nursing profession. At the organizational level, unsuccessful transition can
result in turnover (attrition) with a subsequent financial burden and a lack of
cohesiveness among staff (Roth, 2008).
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For the NRNG to have a successful TTP there are several key areas of
intervention. These interventions, in the context of transition theory, would be classified
as nursing therapeutics, which are described by Meleis (2012) as actions directed toward
having a positive impact on the attributes. Successful implementation of the nursing
therapeutics would lead to a successful transition for the NRNG. Nursing therapeutics
would include: maintaining a culture of civility, facilitating mentoring relationships,
providing a planned orientation, and ensuring ongoing support.
The major concepts of Meleis’s transition theory provide a basis for
understanding the experiences of the NRNG and help guide the selection of appropriate
interventions to facilitate successful transition experiences. Additionally, transition
theory has been studied in nursing for several decades and has been shown to have a wide
application to the nursing profession (Barnes, 2015). Transition theory is also a logical
fit with nursing since Meleis’s work stems from a nursing perspective with her initial
work focused on role supplementation. The patterns of response as identified in Meleis’s
framework are also useful. Viewing patterns of response in terms of process and outcome
indicators allows for a focus on transition as a process with a recognition that it is not a
single, short term event. Transition theory helps explain the feelings, emotions, and
reactions of an individual undergoing TTP and allows nurse administrators, educators,
and preceptors to create interventions that are helpful in supporting a NRNG.
Chapter II will outline the review of literature related to NRNGs and their
development of self-confidence, discuss the quality of the evidence, and identify tools
used to rate the evidence.
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II. EVIDENCE
The search for evidence and the subsequent appraisal and evaluation of the
evidence is discussed in Chapter II. Recommendations for a practice change are
described along with how the preferences and values of the organization were considered
in making the recommendations.
Search for Evidence
A key step in the EBP process and the Iowa Model is the review, critical
appraisal, and synthesis of evidence from professional literature. To examine the PICOT
question, a review of literature was conducted. Key words from the PICOT question that
reflect the population and outcome were identified as new graduate nurse and selfefficacy. The search strategy included an online search using professional databases
accessible through the Wright State University and Edison Community College libraries.
The databases searched included the Cochrane Library, CINAHL, and PubMed. The
keywords used were new graduate nurse, self-efficacy and confidence. Truncation was
used for the words graduate and nurse as follows: grad*; nurs* in order to capture word
variations such as graduating or nursing. Boolean connectors were used as follows: “new
grad* nurs*” AND self-efficacy OR “self- efficacy” OR “confidence”. Quotations were
placed around self-efficacy as to not capture these words separately. In initial searches,
quotations marks were not placed around new grad* nurs* and this resulted in
inefficiency since thousands of results were received that did not apply to the PICOT
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question. After placing quotation marks around these words to form a phrase results
were more applicable. Because of the fairly large number of search results in the
professional literature a search was not conducted for grey literature using a general
search engine such as Google. A filter was used to limit results to those in English.
Articles with publications prior to 1990 were excluded as it was felt evidence regarding
TTP should reflect contemporary healthcare settings and current educational trends.
Because of the large number of results, it was felt ample evidence would be found if there
was a focus on articles in English and those written after 1990. It was found that limiting
the search to after 1990 did not greatly influence the results; however, filtering the search
by “peer reviewed, “research”, “evidence-based practice” and geographical location to
the U.S., greatly reduced the number of results. A search by subject heading was also
conducted using the phrases, “new graduate nurse” and “orientation”. MeSH terms were
not used in the search. A summary of the findings, based on the population and outcome
identified in the PICOT question, is provided in Appendix B.
Appraisal and Evaluation of the Evidence.
Articles identified in the initial search were reviewed for relevance to the PICOT
question, and although many included the interventions of mentoring and nurse residency
programs, relatively few directly measured the outcomes of self-efficacy or confidence.
The concepts of self-efficacy and confidence however, are often discussed and noted to
be factors contributing to job satisfaction and turnover, which are commonly measured.
For this reason, some difficulty occurred in selecting articles for further critical appraisal
but five articles were found to include evidence directly related to the outcome of selfefficacy or confidence and were chosen for critical appraisal and evaluation.

18

Additionally, a practice guideline published by the National Guideline Clearinghouse was
evaluated using the Agree II tool since the guideline is relevant to the concept of
mentoring, which is often seen as a key component of TTP programs and is an
intervention of interest (Sandfoss, 2013).
Critical appraisal of the five selected articles was completed using the ARCC
Model Appraisal Tools (see Appendix C). The use of tools to critically appraise the
evidence can add rigor to the systematic review, assist in organizing data, and help
identify key points (Melnyk & Fineout-Overholt, 2015). A rapid critical appraisal (RCA)
was conducted for each study with the intent of identifying the study’s worth to practice.
Following this step, data was extracted with the essential elements documented in
separate evaluation tables (see Appendix C).
Two of the five articles critically appraised were systematic reviews; two were
descriptive, longitudinal cohort studies; and one was a randomized control (RCT) study.
One of the articles examined TTP in non-hospital settings (Spector, Blegen, Silvestre,
Barnsteiner, Lynn, & Ulrich, 2015) while the other four studies and the practice guideline
originated in various acute care settings. Each article was assigned a level of evidence
(LOE) per the evidence framework identified by Melnyk and Fineout-Overholt (2015)
with the levels of evidence ranging from II to VII. See Table 1 for the LOE framework
utilized.
Table 1
Rating System for Hierarchy of Evidence for Intervention/Treatment Questions
Level I

Evidence from a systematic review or meta-analysis of all relevant RCTs

Level II

Evidence obtained from well-designed RCTs
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Level III
Level IV

Evidence obtained from well-designed controlled trials without
randomization
Evidence from well-designed case-control and cohort studies

Level V

Evidence from systematic reviews of descriptive and qualitative studies

Level VI

Evidence from single descriptive or qualitative studies

Level VII

Evidence from the opinion of authorities and/or reports of expert committees

Modified from Guyatt, G., & Rennie, D. (2002). Users’ guides to the medical literature. Chicago, IL: American
Medical Association; Harris, R. P., Hefland, M., Woolf, S. H., Lohr, K. N., Mulrow, C. D., Teutsch, S.M. & Adkins,
D. (2001). Current methods of the U.S. Preventive Services Task Force: A review of the process. American Journal
of Preventive Medicine, 20, 21-35.; Melnyk, B., & Fineout-Overholt, E. (2011). Evidence-based practice in nursing
& healthcare (2nd ed.). Baltimore, MD: Wolters Kluwer.

The two systematic reviews (Missen, McKenna, & Beauchamp, 2014; Rush, et.
al., 2013) covered a combined total of 58 articles; however, due to weak study designs
and poor rigor, the authors did not include meta-analyses. Missen et al. (2014)
determined a strong theme throughout the literature was that formal transition programs
improve retention and NRNGs benefit from the use of mentors. Likewise, Rush et al.
(2013) found the variability in research designs limited the conclusions that could be
drawn about best practices in TTP programs but noted, “The presence of a formal
transition program resulted in good retention and improved competency” (p. 345).
Of the two descriptive, longitudinal, cohort studies, one (Ulrich et al., 2010)
included a sample of over 6000 NRNGs and included strong correlational findings.
These authors found turnover intent (TOI) was a meaningful predictor of employment
status; participation in the Versant™ residency program accelerated development of
competence and self-confidence; and there was a correlation between TOI and scores on
the Work Satisfaction Tool and Nursing Satisfaction Tool. The other descriptive,
longitudinal, cohort study (Olson-Sitki et al., 2012) included a small sample of 36
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subjects and was designed to determine the effect of a nurse residency program on the
NRNG’s experience, retention, and satisfaction. The findings showed NRNGs were
more confident in their skills at 12 months as compared to six months and the transition
program resulted in reduced turnover rates. Cohort studies are considered level IV
evidence.
The RCT study (Spector, Blegen, Silvestre, Barnsteiner, Lynn, & Ulrich, 2015)
included a control group and a study group that implemented the NCSBN TTP program
in addition to their normal orientation process. The settings included NHs, home health,
and public health and the qualitative data findings showed participation in the TTP
program increased overall confidence and competence. RCT studies with randomization
are considered level II evidence; therefore, this RCT study had the highest LOE included
in the critical appraisal of literature.
The Appraisal of Guidelines for Research & Evaluation (AGREE) is a tool that
assesses the methodological rigor and transparency of practice guidelines (Brouwers et
al., 2010) and the updated version (AGREE II) was used to complete the critical appraisal
of the selected practice guideline. Using this tool, the practice guideline achieved an
overall assessment score of 5/7 with the domain “rigour of development” obtaining the
highest sub-score. Two recommendations were made in this practice guideline and were
supported by evidence from the literature (Sandfoss, 2013). The first recommendation
was that NRNGs participate in a mentoring program and the second recommendation was
that NRNGs participate in team building activities. Both recommendations were viewed
as ways to increase job satisfaction and retention (Sandfoss, 2013).
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Synthesis Table
Following critical appraisal and analysis of the five articles and one practice
guideline, a synthesis of the study characteristics and findings was completed to identify
patterns that would inform the development of a recommended practice change. Creating
a synthesis table through extraction of data from the evaluation tables facilitates
identification of similarities and differences between studies. A synthesis table also
provides a way to easily determine the amount of high-level evidence appraised versus
the amount of low-level evidence appraised (Fineout-Overholt, Melnyk, Stillwell, &
Williamson, 2010). The completed synthesis table (see Appendix E) reflected strong
similarities regarding the impact of TTP programs on job satisfaction, retention, and
confidence/self-efficacy.
Recommendation for Practice Change
Melnyk and Fineout-Overholt (2015) identify critical appraisal of the literature as
essential to decision making and determining best evidence from unreliable evidence and
unbiased evidence from biased evidence. Thus, this appraisal facilitated decision making
related to a change in orientation practices at OhioLiving. The critical appraisal included
assigning a LOE to each study based on the hierarchy of research designs as described by
Melnyk and Fineout-Overholt (2015). This taxonomy assists in rating varying levels of
evidence but in isolation is not sufficient for assessing the quality of the evidence
(Melnyk & Fineout-Overholt, 2015). To utilize evidence for decision making and
determining applicability to the clinical setting, the quality, or strength of the evidence,
must also be rated.
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To determine the quality of the evidence related to TTP, the Grading of
Recommendations Assessment, Development and Evaluation (GRADE) system was
utilized. The GRADE system allows the practitioner to categorize quality of evidence
and defines quality of evidence in the context of making recommendations (Guyatt,
Oxman, Vist, Kunz, Falck-Ytter, & Schunemann, 2008). The GRADE system provides a
clear methodology for rating evidence using the following levels of evidence: high,
moderate, low, and very low. While some degree of arbitrariness exists with four
discrete categories, the advantages of this system include its’ simplicity and transparency
(Guyatt, Oxman, Vist, Kunz, Falck-Ytter, Alonso-Coello, et al., 2008). The GRADE
approach begins with a review of the study design and allows for the quality rating to be
adjusted based on identified limitations or other factors that would affect the quality of
the evidence. A quality rating may be adjusted down as a result of limitations in the
study design, imprecision of estimates, variability in results, indirectness of evidence, or
publication bias. The quality rating may be adjusted upward if there are consistent
estimates of the magnitude of the effect (increased confidence), a large magnitude of
effect, or a dose-response gradient or a situation in which all plausible biases would
reduce an apparent treatment effect. In general, randomized trials without serious
limitations receive high quality ratings while observational studies without added
strengths are given a low-quality rating (Guyatt, Oxman, Vist, Kunz, Falck-Ytter, &
Schunemann, 2008).
In summary, the LOE and quality ratings for the five studies were varied and in
general the study designs were descriptive and often noted to be weak. Therefore, using
the GRADE approach, the quality ratings for this body of evidence were considered low;
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however, the consistent estimates of the treatment effect raised the level of the quality
ratings with four out of the five studies assigned a quality rating of moderate or high.
Based on this appraisal of the literature, recommendations for this EBP project
were identified. The recommendation of implementing a formalized TTP program was
supported by the work of all six authors. The study by Missen et al. (2014) was given a
LOE rating of V and a “moderate” quality of evidence rating. This study was a
systematic review and included 11 studies. Factors increasing the quality of the evidence
were the large sample size and consistency of results while the lack of a meta-analysis
limited the quality of the evidence. The study by Rush et al., (2013) received the same
LOE rating (V) and quality of evidence rating (moderate). It was an integrative review
which also had a large sample size and consistent results but lacked a meta-analysis. A
LOE rating of II and a “low” quality rating was given to the work by Spector, Blegen,
Silvestre, Barnsteiner, Lynn, and Ulrich (2015). Their study design was a mixed method
comparison study using longitudinal randomized multi-sites. While this study was
randomized according to site, the sample size was small and no empirical analysis of
quantitative data was completed, thus lowering the quality rating. The fourth study by
Olson-Sitki et al. (2012) was given a LOE rating of VI and a “moderate” quality of
evidence rating. This descriptive study also had a small sample size; however, the effects
of the interventions were supported through statistical analysis. Ulrich et al., (2010) used
a longitudinal review of data collected over 10 years to determine achievement of the
outcomes following the implementation of the Versant™ residency program. Strong
statistical correlations were found between the intervention and outcomes with a metaanalysis performed. The consistency of results and treatment effect increased the quality
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rating while a potential limiting factor may be publication bias due to the proprietary
nature of the Versant™ program. In the sixth and final piece of evidence, Sandfoss
(2013) provided a Best Evidence Statement indicating that team building and mentoring
increase satisfaction and retention.
The more specific recommendation of implementing the NCSBN TTP program as
part of the orientation process was supported by Spector, Blegen, Silvestre, Barnsteiner,
Lynn, and Ulrich (2015). The LOE and quality rating for this study has been described
above. While all five studies support the intervention of implementing a TTP program
for NRNGs, the work of Spector, Blegen, Silvestre, Barnsteiner, Lynn, and Ulrich (2015)
specifically supports the use of the NCSBN program in ECF settings. In developing the
TTP model, the NCSBN Transition to Practice Committee used an EBP approach by
searching the literature systematically and considering three levels of research consistent
with other NCSBN work (Sharp-McHenry et al., 2008). This model provides ease of use,
flexibility, and cost savings as the TTP program is a web-based program available from
the NCSBN Learning Extension website and includes modules for both the NRNG and
preceptor. Findings from Ulrich et al., (2010) indicate the Versant™™ model is
effective; however, this program is costly and more extensive in design which makes it
less feasible in an ECF setting where financial and professional development resources
are limited in comparison to acute care settings (Spector, Blegen, Silvestre, Barnsteiner,
Lynn, & Ulrich, 2015).
The next step in the GRADE methodology was to use the assigned quality ratings
along with the LOE to determine the strength of the recommendations. The strength of
the recommendation is defined as the extent to which one can be confident the desirable
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effects of an intervention outweigh the undesirable effects (Guyatt, Oxman, Kunz, et al.,
2008). Guyatt, Oxman, Vist, Kunz, Flack-Ytter, Alonso-Coello, et al., 2008) describe the
quality rating as important to the strength of the recommendation since “high quality
evidence doesn’t necessarily imply strong recommendations, and strong
recommendations can arise from low quality evidence” (p. 925). Using the GRADE
system, a rating of either strong or weak is given to the body of literature supporting the
recommendation and four factors are key to determining the strength of the
recommendation: 1) balance between the desirable and undesirable consequences of the
alternative management strategies on the basis of the best estimates of those
consequences, 2) the quality of the evidence, 3) uncertainty about, or variability in,
values and preferences, and 4) cost.
Using these key factors, a “strong” rating was given for the strength of the
recommendations noted above. Although the quality of the evidence was deemed to be
low to moderate and might have warranted a weak recommendation, the other three
factors increased the strength of the recommendations. The advantages and
disadvantages of implementing a TTP are unbalanced with positive outcomes far
outweighing any negative outcomes for both the NRNG and organization. Additionally,
there is little variability in the values and preferences that NRNGs have regarding TTP
programs. NRNGs often seek out employment opportunities based on the availability of
a TTP program with a strong mentorship component. The financial cost of the
intervention is also a consideration in determining the strength of a recommendation.
The cost of implementing a TTP program is a significant factor for organizations to
consider; depending on the program chosen there can be a wide range of monetary
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investment. The financial burden of NRNG turnover has been well documented in the
literature (Spiva et al., 2013; Welding, 2011) and avoidance of these costs can offset the
cost associated with implementing and maintaining a TTP program (Spector et al., 2017).
The recommendation to implement the NCSBN TTP program was made with
consideration of cost for this organization. ECFs generally have fewer monetary and
professional development resources for the implementation of a robust TTP program.
Following implementation of the NCSBN TTP program in a multisite study, a positive
ROI was found even with smaller organizations that hired a low number of nurses
(Silvestre, Ulrich, Johnson, Spector, & Blegen, 2017). Therefore, use of the NCSBN TTP
program was viewed as having greater feasibility in the ECF setting.
The use of the GRADE approach in evaluating a body of evidence provides a
systematic method for making practice recommendations and increases confidence that
the desired outcome of an intervention will be achieved. Using the GRADE approach to
identify both the quality of evidence and strength of recommendation for implementation
of a NRNG TTP program resulted in a conclusion that implementation of a TTP program
would have greater desirable effects than undesirable effects. Thus, the strength of the
recommendation was strong and there was a high level of confidence that the desired
effects of the intervention would be achieved.
Preference and Values in Recommendation
Making a recommendation for a practice change requires evaluation of both
internal and external evidence so that decisions are based on rigorous systematic
investigation rather than observation, tradition, or expert opinion (Stevens, 2015).
Considering internal evidence along with external evidence facilitates development of a
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plan that incorporates stakeholder preferences and values and promotes EBP within the
context of caring (Melnyk & Fineout-Overholt, 2015). For the recommended practice
change in this setting it was important to gather data about the preferences and values of
the stakeholders. Internal data was gathered by the DNPSL in a prior EBP leadership
course when a survey was developed to elicit feedback about current orientation
programs at each OhioLiving facility. The survey was then subsequently sent via email
by the CNO to all Directors of Nursing (DONs). The survey gave the DONs an
opportunity to provide information about their current orientation programs/processes
and express their values and preferences in relation to desired changes. Their feedback
provided support for a practice change related to orientation for NRNGs and provided an
opportunity to incorporate stakeholder values and preferences in the intervention.
Chapter II described the methods used to appraise and evaluate the evidence
related to TTP; Chapter III will discuss project implementation
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III. IMPLEMENTATION
Chapter III includes an overview of the project implementation and discussion of
the project setting, team members, barrier and facilitators, outcome measures, methods,
timeframe, and cost.
Project Setting/Population
The setting for this project included two ECFs that served as pilot sites. These
facilities are part of one of the nation’s largest not-for-profit, multi-site senior living
organizations located in the Midwest. The organization includes a total of 12 retirement
communities all located in Ohio and levels of care include independent living, assisted
living, skilled nursing care, rehabilitation care, and memory care, with a total of 6,379
residents served. Pilot site #1 (PS1) is located in a small town with a land area of 17
square miles, a population of 13,473 and easy access via interstate highway to two large
cities within a 30-minute drive. For this pilot site, the turnover rate for the period of May
1, 2016 to April 30, 2017 was 38% which reflects the termination of five RNs. The
average number of RNs employed during this time frame was 18.5. Pilot site #2 (PS2) is
located on 10 acres in an urban neighborhood within a large city of 860,090. The
turnover rate for this facility for the period of May 1, 12016 to April 30, 2017 was 61%
which reflects the termination of 11 RNs. Similar to pilot site #1, the average number of
RNs employed during this time frame was 18.
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The population of interest included NRNGs who began employment at one of the
pilot facilities within the 12 months prior to the implementation of the project. This time
frame was chosen because it reflects the definition of a NRNG in literature. The
implementation plan included a start date in late spring, a prime time for hiring NRNGs;
therefore, it was decided that any NRNG hired within a month after the implementation
date would be included in the project. Based on prior assessment and open RN positions,
it was anticipated there would be approximately four to eight NRNGs who met the
inclusion criteria. The actual number of NRNGs included three from PS1 and four from
PS2 for a total of seven NRNGs who participated in the TTP program. There were no
NRNGs hired after the implementation date. Although this was a small sample size, the
number of participants was reflective of sample sizes in previous studies of TTP in ECF
settings. For example, Salmond et al. (2017) reported findings from a state-wide study in
New Jersey that included 36 facilities with a total of 37 participants which is an average
of one NRNG per facility. Similarly, the multistate NCSBN study of TTP in nonhospital
settings included 17 nursing homes with 21 NRNGs in the study for an average of about
one NRNG per NH included in the study (Spector, Blegen, Silvestre, Barnsteiner, Lynn,
& Ulrich, 2015). Initially, the DONs at both pilot sites, in collaboration with human
resources (HR), were to identify participants; however, one DON left employment with
the organization prior to implementation. Therefore, the DON at PS1 identified
participants who fit the inclusion criteria, while the CNO and Division Director of
Clinical Operations (DDCO) identified participants at PS2. See Appendix F for the
Agency Permission for Conducting Doctoral Project.
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Team Members and Roles
An early step in the Iowa Model is the formation of a team to develop,
implement, and evaluate the practice change and it is essential that stakeholders to be a
part of the team (Melnyk & Fineout-Overholt, 2015). For this EBP project the
stakeholders included the organization, NRNGs, DONs, DDCO, and the CNO. Several
meetings were held with the representatives of nursing administration (DONs at each
pilot site, DDCO, and CNO) and HR personnel to discuss feasibility of the project and
obtain input into the process of implementation.
The support of the CNO was key to the provision of resources. She gave approval
for the project to be implemented and approved resource expenditures. The DONs were
also instrumental to implementation of the project, as early in the planning process they
decided they would prefer to serve as preceptors rather than have staff nurses fulfill this
role. They believed that for the small number of participants it would be feasible for them
to assume this role. Additionally, they wanted to be extensively involved so they would
become knowledgeable about the TTP program. After the initial planning meeting
however, the DON at PS2 left the organization and the CNO recruited the Minimum Data
Set (MDS) RN to serve in the preceptor role. The DDCO served a central coordinator
once the project was underway.
Barriers and Facilitators
Implementation of change within an organization is a complex process and
success can be enhanced by following the general principles associated with varying
change theories and models. Melnyk & Fineout-Overholt (2015) identify the following
as essential elements for successful organizational change: 1) establishing a vision and
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goals, 2) developing a belief in the ability to be successful, 3) creating a sound strategic
plan, 4) taking action, 5) being persistent, and 6) having patience. A significant aspect of
creating a strategic plan is the identification of barriers and facilitators related to the
change and preparing to address each. Successful implementation of change requires
mitigation of the barriers and facilitation of the aids, especially with the implementation
of an EBP change that may be new to staff and others in the organization. Melnyk &
Fineout-Overholt (2015) describe overcoming barriers as essential to not losing
momentum in the EBP change process. As part of the strategic plan for implementing a
formalized TTP in this organization, the barriers and facilitators were identified as
outlined in Tables 2 and 3.
Table 2
Potential Barriers for Implementation of NCSBN TTP Program
Stakeholder
NRNG

Description of Barrier
•

May not have skills to
utilize/navigate an online course
May not feel TTP program is
necessary part of orientation
May not have knowledge/skills to
support various aspects or skills to
implement

•

•

May not see value in TTP
program

•

•

May not want to participate in
new program or be comfortable
with online format
May not feel there is adequate
time to complete preceptor course
and serve as a preceptor for 10
weeks.
May not have time to commit to a
practice change implementation

•

•
Preceptor/
DON

•

•

CNO

Barrier Mitigation

•
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•
•

•

•

Assist with navigation of
web-based TTP program
Provide program brochure
which includes evidence
Provide orientation to TTP
program and support as
needed
Provide evidence grid from
NCSBN and EBP literature
related to TTP
Provide EBP literature,
assess computer skills and
comfort level
Review staffing options
and release time for
preceptor role. Obtain
preceptor input.
Discuss present evidence to
get buy-in. Review data
related to current turnover.
Explore outcomes and

Human
Resources
Personnel

•

May not have or approve funds
for purchase of TTP program

•

•

Many not feel additional resources
should be spent on orientation

•

influencing factors on
turnover
Discuss options for
budgeting and timing for
implementation
Provide roadmap of
program and content,
provide evidence grid.
Meet to discuss.

Table 3
Potential Facilitators for Implementation of NCSBN TTP Program
Stakeholder Description of Facilitator
New nurse

•
•

Preceptor/
DON

•
•

Facilitator Aid

May have skills and experience to
utilize an online course
May be eager and embrace a more
robust orientation program.

•

Facility may have established
preceptors with experience
May see value in TTP program

•

•

•
•
•

May have consensus on adoption
of the program and give support.
May be willing to serve as a
preceptor for a 10-week time
frame. May be willing to
complete preceptor course
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•

•

Review use of web-based
program
Affirm desire for more
robust orientation program
Build on previous
experience with online
learning. Address any
concerns with online
learning
Assess preceptor
knowledge of precepting,
identify level of
experience, and affirm
knowledge and skills
Affirm belief in EBP TTP
program
Encourage teamwork, get
input, and acknowledge
difference they will make
in success of project. Set
up regular meetings or
communication methods
Affirm role as a leader in
the organization and
efforts to support best
practices. Provide
resources needed to
complete preceptor course.

•

May be excited about participating
in new TTP program

•

•

May be knowledgeable about
evidence related to TTP and the
outcomes achieved with TTP
programs
May be knowledgeable about
evidence related to TTP and the
outcomes achieved with nurse
residency programs.

•

•

May see value in TTP program
and commit to practice change

•

•

May see need for changes and be
ready/eager for improved
outcomes related to nurse job
satisfaction and turnover
May have and approve funds for
purchase of TTP program
($150.00/new nurse;
$30.00/preceptor for 6-month
access)
Many support new program and
use initiative as a recruiting tool
for new hires

•

•

CNO

•

Human
Resources
Personnel

•

•

•

•

Identify early adopters to
build support and sense of
urgency
Affirm knowledge
regarding TTP and
influences on outcomes
Determine previous
experience and history
with implementation of
residency/mentoring
programs. Build on prior
experience and skills.
Affirm belief in TTP
program and decision to
implement.
Discuss support for the
change and how her role
as a formal leader in the
organization.
Discuss options for
budgeting and timing for
implementation. Prepare
ongoing budget based on
estimated new hires
Provide brochures and
data related to new
program to promote at
recruitment events and
during interviews

Outcome Measures and Instruments
The primary outcome measure of interest for this project was the self-confidence
of the NRNG. Self-confidence is a critical component in the successful TTP of NRNGs
and successful TTP impacts quality of care, organizational costs, and retention of nurses
in the profession (Ulrich et al., 2010). The Casey-Fink Graduate Nurse Experience
Survey© is frequently used to measure the confidence of NRNGs. This well-established
tool was developed in 1999 and was revised in 2002 and 2006. The survey consists of
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five sections reflecting the five subscales of support, patient safety, communication and
leadership, personal satisfaction, and stress level. The types of questions vary according
to section with a 4-point Likert scale, a 5-point Likert scale, “yes” or “no” forced
responses, and open-ended questions to gather qualitative responses. If the instrument is
scored by summing all the items, the internal consistency is .89 (Cronbach’s alpha) with
reliability estimates for the five subscales ranging from .71 to .90. Content validity has
been established by review of expert nurse directors and educators in both academic and
private hospital settings with Salmond et al. (2017) noting this tool is the most widely
used tool for evaluating a new nurse’s experience. One section of the tool includes
demographic questions and due to the small number of participates, demographic data for
this project will be reported in aggregate only in areas where anonymity would be
compromised if reported by individual response. Permission to use the Casey-Fink
Graduate Nurse Experience Survey© was obtained from the authors along with
permission to include it in the appendix of this paper (see Appendices G and H).
Another outcome measure of significance for TTP program implementation is the
RN turnover rate for the organization. High turnover rates are costly for organizations,
have a negative impact on organizational culture, and affect the delivery of quality care.
Implementation of TTP programs have been found to have a positive return on
investment as the benefits of retaining a nurse are greater than the cost of such programs
(Spiva et al., 2013; Welding, 2011). Retention is a significant outcome of interest and
although baseline turnover rates were known prior to implementation of the TPP, it was
not possible to measure post-intervention rates prior to conclusion of this project.
Therefore, this long-term outcome that will be measured later by the organization.

35

Another key piece of evaluation of outcomes for this project included feedback
from stakeholders regarding the implementation of the TTP program. This feedback was
gathered through TTP Program Surveys completed by the preceptors and NRNGs and
served as an evaluation of the processes and effectiveness of the TTP program. A
debriefing session was also held with the DNP student liaison (DNPSL), CNO,
preceptors, and DDCO. Feedback loops are part of the IOWA Model and allow for
reflection, analysis, and modifications based on both process and outcome data (Melnyk
& Fineout-Overholt, 2015).
Implementation Process
In the IOWA Model, the implementation process hinges on the answers to key
questions which include 1) Is this topic a priority? 2) Is there sufficient evidence? and 3)
Is change appropriate for adoption in practice? In between these key decision points,
various steps are identified. The first step is identification of a trigger and the second step
is determining if the problem of interest is a priority for the organization. Organizational
buy-in is crucial to the success of any intervention and must be determined form the very
beginning (Brown, 2014). The trigger for this EBP was initially established when the
DNPSL worked with the CNO during a course focused on EBP leadership. The DNPSL
shared her interest in TTP in ECFs and the CNO acknowledged this was a need in her
organization. She agreed to explore the feasibility of implementing an intervention
related to TTP. During the EBP leadership course, the DNPSL was given an opportunity
to attend a bimonthly meeting of the DONs and executive administrators from each
facility in the organization. At the meeting, the DNPSL spoke of her interest in TTP in
the ECF setting and shared general information about the possibility of implementing an
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EBP project related to TTP at some point in the future. This initial contact allowed for a
spirit of inquiry to develop. Melnyk and Fineout-Overholt (2015) describe a culture or
environment supportive of a spirit of inquiry as necessary for EBP change projects to be
successful and sustained. The implementation plan as it relates to the steps of the IOWA
Model is provided in Appendix I.
Once the trigger and organizational priority are identified, the next step in the
IOWA Model includes forming a team to assemble, appraise, and synthesize the body of
evidence. In this situation, the DNPSL had already completed this step and shared the
finding of the literature review with the stakeholders. The body of evidence supported
implementation of an EBP project related to TTP in this setting. EBP implementation
projects use research findings to improve practice and generally arise out of a clinical
problem or issue; they differ from research studies since the goal is not generation of new
knowledge but application of existing knowledge (Melnyk & Fineout-Overholt, 2015).
Therefore, an EBP project was an appropriate intervention to address the issue of TTP in
this ECF setting and it was determined there was sufficient evidence to move forward
with plans for implementation of a pilot project.
The next step was to design and pilot the practice change. The DNPSL shared
information from the review of the literature and presented information on various
options for a TTP program with the CNO and it was determined that the NCSBN TTP
program would be the best fit for implementation based on ease of use and financial
commitment. The CNO suggested two facilities for the pilot project based on the number
of RNs employed at each and the leadership of the DONs. During the design phase the
DNPSL met with each DON and the DDCO to discuss selection of participants and
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preceptors and determine a timeline for implementation. Based on information received
from NCSBN regarding the timeframe for completion of each module, the DNPSL
suggested the program be implemented over 10 weeks, with two weeks allotted to each of
the five modules in the TTP program. This timeline varied from the NCSBN published
recommendation of six months (approximately one month per module); however, the
DNPSL suggested the shorter timeframe based on difficulties ECFs have in sustaining
lengthy TTP programs and the need to tailor programs for feasibility (Salmond, et al,
2017; Spector, et al, 2015). The CNO concurred that a shorter timeframe would be more
conducive to the ECF setting. NCSBN personnel (personal communication) confirmed
that the one month/module timeframe was extensive and a plan for completion of one
module every two weeks was easily achievable. The DONs provided feedback and
decided that due to the small number of NRNGs they would serve as the preceptors rather
than select staff nurses to fulfill this role. The CNO and DONs decided that all identified
NRNGs would be required to complete the TTP program and would be paid at their
normal hourly rate for the time they spent outside of work hours completing the five
modules and meeting with their preceptor. NRNGs were also permitted to work on the
modules as time permitted during their normal work hours since each facility had a
computer lab and the online format enabled the NRNGs to start a module, save their
progress, and return to it at a later point in time.
TTP programs are important for the successful transition of NRNGs to the
practice setting and their future in the nursing profession; however, they do not replace
orientation programs that are aimed at introducing staff to the philosophy, goals, policies,
procedures, role expectations, and other factors needed to function in a specific work
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setting (American Nurses Association, 2010; Spector & Echternacht, 2010). Therefore,
the initial and ideal plan for implementation of the program was for it to be implemented
just as a NRNG finished orientation (about two weeks post-hire); however, all NRNGs
had already completed orientation some time before implementation of the TTP program.
Institutional Review Board
After the project design was finalized as described above, Institutional Review
Board (IRB) determination was sought through Wright State University (WSU). The
ECF organization did not have an IRB process. The primary purpose of the IRB is to
protect the rights and welfare of human subjects participating in research studies. The
IRB at Wright State University granted exempt approval for this EBP project (see
Appendix K).
Methods
During the first week of the implementation, the DON and DDCO facilitated the
purchase of access codes for each preceptor module and seven NRNG modules from the
NCSBN Learning Extension website. They also identified, with the assistance of HR
personnel, the NRNGs who met the inclusion criteria. The following week was
designated for orientation of the preceptors to the TTP program and the DNPSL met with
each of them individually and provided all written materials which included NCSBN TTP
brochures, letters of introduction to the NRNGs, TPP Program Preceptor surveys, TTP
Program New Graduate surveys, pre and post intervention Casey-Fink New Graduate
Experience Surveys©, and pre-addressed, postage paid envelopes for return of the surveys
(see Appendices L, M, and N). During week three, the preceptors completed the NCSBN
TTP preceptor module and the NRNGs completed the pre-intervention Casey-Fink New
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Graduate Experience Survey©. During the next 10 weeks, the NRNGs were scheduled to
complete the five TTP modules and meet with their preceptor after each module was
completed. During these meetings, the preceptors and NRNGs discussed the modules
and reviewed the corresponding written assignments. Each NRNG was required to earn a
score of 75% on each end-of-module test and print a certificate of completion which
resulted in a total of 20 hours of continuing education credit through NCSBN (four hours
per module). Access to the modules remains open for a period of six months so the
material may be reviewed and referenced if needed following completion.
The DNPSL facilitated implementation of the NCSBN TTP program but was not
physically present during actual implementation; however, email and phone
communication with the preceptors and DDCO was utilized to check on the progress of
the implementation and to see if there were any issues or concerns that needed to be
addressed. The DNPSL served as a consultant and provided support during actual
implementation, which are identified components of the IOWA model.
The timeline included two weeks at the end of implementation for completion and
return of surveys and data analysis. Following completion of the implementation, the
DNPSL met with the CNO, preceptors, and DDCO for a debriefing session (see
Appendix O for the implementation timeline).
Timeframe.
The timeframe for planning implementation of the EBP project was from October
2017 through April 2018. The early stages of the project included discussions with
stakeholders, review of current orientation practices in the organization, and research
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about the NCSBN TPP program; actual implementation occurred from April 30, 2018 to
August 10, 2018.
Cost and Financing.
Implementation of this project relied on the financial commitment of the
organization for purchase of the NCSBN TTP program. This program consists of
electronic modules available on the NCSBN Learning Extension website. Access codes
were purchased at a cost of $150 per NGNG and $30 per preceptor. The other significant
cost was a payroll expense for the organization since the NRNGs were paid for the time
they spent completing the modules and meeting with their preceptor. This was a
significant commitment by the organization and one the CNO was willing make based on
the value she placed on NRNG transition and retention. The organization paid for the
TTP modules and salary out of the operating and payroll budgets. The DNPSL paid for
the other nominal items such as postage and printing. Indirect costs to the organization
included the time the preceptors spent meeting with the NRNGs as this took them away
from other duties. Moving forward, if staff nurses serve as preceptors there may be
additional payroll or indirect costs associated with paying them for any additional time
outside their normal work hours. At the time of project completion, one NRNG had not
yet submitted her hours for completion of the program; however, the hours reported by
the other six NRNGs ranged from 14.50 to 24.50. Based on the actual expenses plus the
estimated payroll costs, the average cost per NRNG for participation in the TTP was
$640.85. Table 4 provides information on the program costs.
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Table 4
Economic Cost of TTP Program Implementation
Item
Preceptor Modules
TTP Modules
Mailing envelopes and postage
Printing
NCSBN TTP brochures
Estimated payroll costs (average
hours and hourly wage)

Cost/Item
Number
$ 30.00
2
$150.00
7
$
.60
16
$
.10
70
Free
30
$ 28.00
120

Total

Total
$ 60.00
$1050.00
$
9.60
$
7.00
$3360.00

$ 4486.60

Chapter III outlined the implementation process for this EBP and included a
description of barriers/facilitators, institutional review board approval., methods,
implementation time frame and costs. Chapter IV will address the project evaluation.
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IV. PROJECT EVALUATION
Evaluation is a significant component of the IOWA Model and EBP process as
feedback loops are used to modify both process and outcome indicators (Melnyk &
Fineout-Overholt, 2015). Evaluation of this EBP project was completed in several ways
to gauge the effectiveness of the NCSBN TTP program in this setting. As discussed
previously, surveys developed by the DNPSL were utilized to gather feedback about the
TTP program. These surveys included open-ended questions as well as rank order
questions designed to evaluate the content and materials included in the program. The
intent of using the surveys was to gather feedback about the perceived benefit of the
program and feasibility for continued use. The Casey-Fink New Graduate Nurse
Experience Survey© was completed by the NRNGs prior to beginning, and upon
completion of the TTP program and provided data for the measurement of the outcome of
confidence. Table 5 identifies the surveys and data collection tools that were provided to
the preceptors by the DNPSL.
Table 5
Survey and Data Collection Tools
Survey

Data collected

TTP Program NRNG Survey

Feedback about TTP program regarding ease
of use, effectiveness, and perceived value
Feedback about TTP program regarding ease
of use, feasibility, effectiveness, and
perceived value
Administered pre-and post-participation in
TTP program to measure confidence

TTP Program Preceptor survey

Casey-Fink Graduate Nurse Experience
Survey©
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Data Collection
Several data collection strategies were utilized to determine if the goals and
purposes of this EBP project were met. The use of several strategies is appropriate for
qualitative studies and allows for evaluation of structure, process, and outcome indicators
as identified in the IOWA Model (Melnyk & Fineout-Overholt, 2015). Data for this EBP
was collected through three different tools as identified in Table 5.
Seven NRNGs met the inclusion criteria, completed the TTP program, and were
asked to complete the NRNG survey and Casey-Fink New Graduate Experience Survey©
(pre and post). Each paper survey was estimated to take approximately 15 minutes or
less to complete. To allow for anonymity and comparison of pre and post responses on
the Casey-Fink New Graduate Experience Survey©, the NRNGs were asked to write a
unique identifier known only to them on the top of the survey. NRNGs were asked to
return surveys in a sealed, pre-addressed envelope to the DNPSL via postal mail. The
preceptors encouraged the NRNGs to return the surveys and to facilitate their return, the
preceptors offered to collect the sealed envelopes and mail them for the NRNGs. Six
NRNG surveys were returned for an 86% response rate. For the pre and post Casey-Fink
New Graduate Experience Surveys©, six NRNGs completed it prior to beginning the TTP
program and six completed it post completion; however, in matching the unique
identifiers, it was determined there were two different NRNGs who did not return either
the pre or post survey. Therefore, five sets of pre and post Casey-Fink New Graduate
Experience Surveys© were utilized for data analysis. All data collected was recorded in
an excel spreadsheet and kept secure on the DNPSL’s personal computer.
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There were two preceptors for the seven NRNGs and both completed the
preceptor surveys. Their surveys elicited feedback about the preceptor experience and
provided an opportunity to share suggestions for future improvements. Feedback about
processes involved in an EBP change is vital and a key component of the IOWA Model.
For this project, the processes were followed without issues or undue concern. The
process of purchasing the access codes was user-friendly and the distribution of the
materials was simple. Upon request, NCSBN provided the TTP brochures. Several
NRNGs reported minor issues with opening video links in the TTP modules. The DDCO
at the organization was quick to respond to inquiries and assist the preceptors and the
support of the CNO helped ensure completion of the project. Further feedback about
implementation processes was obtained during the final debriefing meeting held August
16, 2018.
Data Analysis
After collection of all data, the responses were entered on an excel spreadsheet for
both the NRNG survey and the pre and post Casey-Fink New Graduate Experience
Surveys©. During the planning stages of the project it was anticipated the number of
NRNGs who met the inclusion criteria would be very low and that the possibility of
statistical analysis would be unlikely. However, after consultation with a statistician it
was determined an attempt could be made to do paired t-tests on the five matched sets of
the pre and post Casey-Fink New Graduate Experience Surveys©, as this is the traditional
method of assessing statistical differences between pre and post intervention tests. In
paired samples, such the pre and post Casey-Fink New Graduate Experience Surveys©,
each data point in one sample is matched to a unique point in a second sample. A paired
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t-test can be used in studies in which a factor in measured before and after an intervention
(Gerstman, 2015). This statistical procedure is used to determine if the difference
between the two sets of data is zero; this is the null hypothesis. Usually, a paired sample
t-test requires data that is numeric and continuous; however discrete data may also be
used such as the Likert scale on the Casey-Fink New Graduate Experience Survey©.
With paired t-tests, statistical significance and practical significance may both be
considered. The p-value provides the probability of observing the same results under the
null hypothesis and generally, a p-value of .05 indicates statistical significance.
The analysis plan was to complete t-tests for the total score in section II
(questions 1-23) of the Casey-Fink New Graduate Experience Survey© and for six
individual questions (1, 3, 11, 12, 14, 15). The total score has been identified as
correlating to NRNG confidence, and the six additional questions were selected by the
DPNL based on their significance to TTP in the clinical setting. Additionally, it should
be noted the subscale of stress was not included as the authors of the tool report that these
items have been found to be conceptually different from the other subscales. The data in
Sections I (top skills NRNG was uncomfortable performing), III (job satisfaction), IV
(transition), and V (demographics) were reported as descriptive statistics only. Although
section III (job satisfaction) does not capture data related to confidence, the responses can
inform the agency about how satisfied the NRNGs reported being with their job. Due to
the small population, the demographic data collected on the Casey-Fink New Graduate
Experience Survey© was reported in aggregate only and no correlations were made
between responses and the two different pilot facilities.
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Results
Demographics. Overall, the demographic data for the NRNG group was very
similar with little variation. Six of the seven were female and all were between the ages
of 23 and 37 with an average age of 31 (one NRNG did not provide her age).
Additionally, the NRNGs were homogenous in educational background, with all
obtaining an ADN degree from two different proprietary schools. Table 6 depicts the
demographics of the NRNGs who participated in the TTP program. For those NRNGs
who completed both the pre and post Casey-Fink New Graduate Experience Survey©, the
average age was 32.6 and five were female and one was male.
Table 6
NRNG Demographic Data
Age

Average age
Age range

29.8
23-36

Ethnicity

Caucasian
Black
Asian

3
2
1

Work setting

Medical/Surgical
Long Term Care
Rehabilitation

1
1
4

Education

ADN – for profit institution

6

Prior healthcare experience

Nursing assistant
Licensed Practical Nurse
Unit Secretary

5
1
1

Functioned as a charge nurse

Presurvey – yes
Presurvey - no

5
1

Functioned as a preceptor

Presurvey – yes
Presurvey - no

5
1

Shift

Straight days
Straight nights
Rotating days/evenings

4
1
1
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Length of orientation

None as RN
2-3 weeks
Less than 8 weeks

1
1
3

NRGN TTP Program Survey. Six NRNGs completed and returned the NRNG TTP
Program Survey which was designed to elicit feedback about the TTP program. The
NRNG who did not complete the post Casey-Fink New Graduate Experience Survey©
survey also did not complete the TTP Program Survey. The first question on this survey
asked how long it took the NRNG to complete the individual TTP modules and responses
indicated this was a poorly written question since the responses ranged from 2 hours to 3
weeks per module. The intent was to capture the number of hours it took to complete the
individual modules since it was predicted to take about 2-4 hours per module. Of the
three responses that were provided in hours, the average time for completion of each
module was approximately four hours. One NRNG completed all modules within a four
week timeframe due to scheduled travel out of the country. Regarding where the NRNG
completed the TTP modules, 83% (5/6) indicated they completed the modules at home or
outside of the work environment and 50% indicated they experienced some type of
difficulty accessing the module, with the majority of the issues being the videos didn’t
play on all devices. Questions #4, #5, and #6 were open- ended questions designed to
elicit feedback about the perceived benefit of the TTP program. Responses indicated
NRNGs found the most helpful part of the TTP program to be the modules on
communication/teamwork and patient-centered care. This was also reflected in responses
to question #8 where NRNGs were asked to rank the modules from highest (1) to lowest
(5) in terms of what they felt they most needed to know as a new nurse (Figure 1).
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Figure 1. Average rank of TTP modules as ranked by NRNGs on a scale of 1-5 with 1 being the
highest ranked. The lower the number the more often a module received a high rank compared to
the other modules.

Additional comments reflected that the TTP program was easy to use and it was
helpful to work at one’s own pace. In identifying the least helpful part of the TTP
program, NRNGs commented that the program as too time consuming, repetitive, hard to
use on mobile device, and that EBP was not applicable to the NH setting. Only two
comments were provided to the question about what could be added to the TTP program
to better support a new nurse and those included: add more relevant categories and make
it more visual. Question #7 was a forced option question with the NRNG asked to rate
the effectiveness of the TTP program on a scale from excellent to poor. Response were
varied as indicated in Table 7.
Table 7
Effectiveness of the TTP Program as Rated by NRNGs
Rating

Number of responses

Excellent
Good
Fair
Poor

2
2
1
1

Average Response on scale of
1 (lowest) to 4 (highest)

2.83
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Question #9 asked the NRNGs to identify the most helpful part of the TTP program in
developing confidence in their role, and again, responses were varied with one NRNG
responding “nothing” and another responding, “all.” Other responses included, “The
DON, unit managers, and other role transition RNs in the facility” and “How to
communicate with physicians.” In asking NRNGs about their difficulties with
transitioning to the RN role, four of the five who provided an answer stated their
difficulty was understanding the specific role expectations and duties of the role.
Additional comments by two of the NRNGs (question #11) were that the program felt
repetitive since a similar course was completed in nursing school and that the TTP
program might be useful for more seasoned nurses.
Preceptor TTP Program Survey. Questions on the Preceptor TTP Program Survey
mirrored the survey given to the NRNGs with the intent to assess the value of the
preceptor module and evaluate the process of using the TTP program. Overall, both
preceptors provided similar feedback with both finding value in the preceptor module
which they reported took two hours to complete. One identified a desire for more
subsections for long term care and the other would have liked to have access to the
modules the NRNG completed. Both rated the TTP program as “good” but there was a
difference in how they ranked the modules in terms of what a NRNG most needs to
know. One ranked the modules very similarly to how the NRNGs ranked the modules
with “communication/teamwork” and “family and patient-centered care” ranking 1 and 2.
The other ranked these modules 4 and 5 with her highest ranked modules “informatics”
and “evidenced-based practice”. Both stated that finding time to meet with the NRNGs
one-on-one after each module was the biggest challenge in implementing the program.
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One suggestion was that it would be helpful to schedule time at work for completion of
the modules rather than the NRNGs completing them at home.
Casey-Fink New Graduate Experience Survey©.
Section I. The question in this section was open-ended with NRNGs asked about the
skills they were most uncomfortable performing independently and responses between
the pre and post survey revealed little variation with ventilator and tracheostomy care
identified as the skills the NRNGs were most uncomfortable performing. On the post
survey, there did seem to be more confidence in performing blood draws independently.
See Figure 2.
Casey-Fink Nurse Experience Survey - Section I
Frequency of response

Top Skills Uncomfortabe Performing Independently
4

4
3

3

3

3
2

2

2

2

2
1

1

1 1

1 1

1 1

1

1

1
0

0

0

Skills/Procedures
Pre

Post

Figure 2. Note: Includes all pre and post surveys submitted (n=7) regardless
of matched responses

Section II. As described above, statistical analysis was anticipated to be difficult due to
the low number of participants (N=5 matched sets of data). For the total scores for
Section II (Questions 1-23), normality of the response variable via the Central Limit
Theorem could not be assumed (due to small sample size) so this assumption was
assessed by visual inspection of normal probability plots. The total scores appeared to be
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approximately normally distributed, so this hypothesis was tested with a paired t-test.
For analysis of the individual questions (1, 3, 11, 12, 14, 15) question 11 was removed at
the suggestion of the statistician since all responses to this question were the same. The
remaining five questions did not appear to be approximately normal, mainly because of
too many of the same responses, so hypotheses for these questions were tested via the
nonparametric Wilcoxon signed-rank test. Ranked tests make fewer assumptions about
distributional shape and are considered “robust” methods that can be used in small
sample sizes from non-Normal populations (Gerstman, 2015). Data analysis was
completed using SAS software, version 9.4 and a level of significance of alpha = 0.05
was used throughout. All of the p-values were above 0.05 indicating there is not
sufficient evidence of any significant differences between the pre-survey scores and postsurvey scores for any of the items. It is very difficult to achieve statistical significance
with a sample size of five, especially with non-parametric tests; therefore, the results are
not unexpected. Of all the items, the only item that was close to being significant was the
total score; the estimated mean difference was 3.5 points higher for the post-survey with
a 95% confidence interval for the true mean difference of (-1.66, 8.66). Although,
statistical significance was not found, the mean scores on questions 1, 12 and 14
increased slightly on the post survey indicating a change in confidence in these specific
areas. Table 8 provides the descriptive statistics and results of the tests are depicted in
Table 9.
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Table 8
Descriptive Statistics for Section II Scores on Casey-Fink New Graduate Experience
Survey©
Item
Overall
Question 1
Question 3
Question 12
Question 14
Question 15

Time
Pre
Post
Pre
Post
Pre
Post
Pre
Post
Pre
Post
Pre
Post

Mean
73.3
76.8
3.2
3.6
3.4
3.4
2.6
3.0
3.0
3.2
3.2
3.2

Std. Dev.
6.1
6.5
0.4
0.5
0.5
0.5
0.0
0.0
0.0
0.4
0.4
0.4

Minimum
67.5
67.0
3.0
3.0
3.0
3.0
2.0
3.0
3.0
3.0
3.0
3.0

Maximum
82.0
84.0
4.0
4.0
4.0
4.0
3.0
3.0
3.0
4.0
4.0
4.0

Table 9
Results for Section II Scores of Casey-Fink New Graduate Experience Survey
Item

p-value

Total

Sum of questions 1-23

0.13

Question 1:

I feel confident communicating with physicians

0.50

Question 3:

I feel comfortable delegating tasks to the Nursing Assistant

0.99

Question 12:

I am able to complete my patient care assignment on time

0.50

Question 14:

I feel prepared to complete my job responsibilities

0.99

Question 15:

I feel comfortable making suggestions for changes to nursing plan

0.99

of care

Section III. In addition to the analytical tests described for Section II data, a frequency
count was used to capture responses to the questions in Section III about job satisfaction.
As mentioned above, job satisfaction was not an outcome of interest; however, the data
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may inform the organization about how satisfied the NRNGs are with their employment,
which may influence turnover intent. Results for Section III are identified in Figure 3.

Casey-Fink Graduate Nurse Experience Survey-Section III

Satisfaction with Job Aspects
5
4.5
4
3.5
3
2.5
2
1.5
1
0.5
0

Pre-average

Post-average

Figure 3.
Overall there were very positive responses indicating NRNGs were satisfied with their
job. The lowest score was 3.5 with some inconsistency in responses and some questions
skipped. The items receiving the highest average responses were: weekends off per
month (4.5); choosing shifts (4.5); and encouragement/feedback (4.6). It is interesting to
note that encouragement/feedback has the highest average response which on the rating
scale falls between “moderately satisfied “and “very satisfied”. This is positive for the
organization and may reflect the importance of this aspect on job satisfaction.
Section IV. In section IV the questions reflect transition to the RN role. The responses
both pre and post survey were reviewed for detection of changes; although, due to the
small number of participants it was difficult to determine any practical changes in
responses. Reflecting on findings from the NRNG TTP Survey discussed above, the
most frequent response to question #1 about difficulties with transition was “role
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expectations”. Regarding the theme of support, question #2 asked, “What could be done
to help you feel more supported or integrated into the unit?” and after completion of the
TTP program, the responses, “improved orientation” and “increased support” were
chosen less frequently on the post survey, perhaps indicating that post intervention the
NRNGs had a more positive view of orientation and support received. See Figures 4-7

Frequency of response

for responses for Section IV.

What difficulties, if any, are you currently experiencing
with the transition from the "student " role to the "RN"
role?
6
5
4
3
2
1
0

role
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workload
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Response selected

orientation
issues
Pre

Post

Frequency of response

Figure 4. Casey-Find New Graduate Experience Survey© Section IV:
Difficulties in transition
What could be done to help you feel more supported or
integrated into the unit?
6
5
4
3
2
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environment
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Post

Figure 5. Casey-Find New Graduate Experience Survey Section© IV:
Suggestions for transition support
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Frequency of response
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Figure 6. Casey-Find New Graduate Experience Survey Section© IV.
Most satisfying aspects of work
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Figure 7. Casey-Find New Graduate Experience Survey© Section IV. Least
satisfying aspects of work

Debriefing meeting. At the end of the TTP program implementation, a debriefing
meeting was held with the CNO, preceptors, and DDCO. Although this event was not
planned as a method to collect data, relevant information was shared by the preceptors
which highlighted the perceived value and challenges with the TTP program. Overall,
the preceptors found the TTP program to be a useful means for augmenting the short
orientation NRNGs receive in this setting. Preceptors reported the most valuable aspect
of the program was the one-on-one meetings/check-ins they had with the NRNGs. They
felt the content of the TTP program was relevant, and as recorded on their survey
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responses, they reported the greatest difficulty was finding time to meet with each NRNG
after each module. They also stated it was difficult for NRNGs to complete the modules
at home and felt the TTP modules would be more relevant if specific ECF examples and
scenarios were included. From the discussion, it was evident there were different
reactions of the NRNGs at each facility. At Pilot Site #2 there was more positive
feedback provided to the preceptor than at Pilot Site #1. The preceptors attributed this to
a difference in the backgrounds of the NRNGs. Pilot Site #2, with four participants, had
a higher number of individuals who were originally from Africa and participants were
more receptive to the modules. However, the preceptor at Pilot Site #1 reported that she
firmly believes that if it had not been for the TTP program, one of the NRNGs would
have left employment. She cited the frequent check-ins as an opportunity to work with
the NRNG and “save” her from quitting.
One of the preceptors noted that the use of the TTP program would be beneficial
in documenting how educational offerings are being implemented to help decrease
hospital readmissions; this is important since hospital liaisons are holding ECFs
accountable for prevention of readmissions. The CNO also voiced her appreciation that
the TTP program selected for implementation was financially feasible for the
organization. The cost of the modules was $150 per NRNG and it took each NRNG
approximately 15-20 hours to complete all five modules. The average hourly wage for
NRNGs in the organization was $28; therefore, additional payroll costs of approximately
$420 to $560 per nurse were incurred.
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Chapter IV reviewed implementation of the TTP program. Chapter V will
include a summary of the findings, lessons learned and future recommendations, and
dissemination of findings.
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V. DISCUSSION
The goal of implementing the EBP pilot project in this extended care setting was
to determine if the NCSBN TTP program was a viable option to augment the
organization’s normal orientation process, increase NRNG confidence, and decrease
turnover. The findings provide valuable feedback in regard to all of these issues.
Although there was a very small number of NRNGs and preceptors, their insight into the
perceived value of the TTP program, as well as the perceived difficulties of implementing
it helped determine if the results of the pilot project warranted adoption of this program
across the organization. In the IOWA Model, the final decision point is to determine if
the change is appropriate for adoption in practice. Melnyk and Fineout-Overholt (2015)
describe piloting an EBP change as essential for identifying issues before instituting an
organization wide implementation and state that a decision regarding modification of the
practice is based on evaluative data from the pilot. If a decision is made to institute the
change, continuous monitoring of the process and outcome data must occur followed by
dissemination of the results. The evaluation of findings from the pilot project are
described next.
Summary and Evaluation of Findings
NRGN TTP Program Survey. The findings from the NRNG TTP survey highlight the
difference in the perceived value of the TTP modules as evident by the varied responses.
The modules are QSEN based; therefore, a reason for the variation may be differences in
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educational background. Although all NRNGs graduated from only two different
schools, it is possible that some NRNGs may have had greater exposure to QSEN
concepts. The overall rating for the TTP Program was positive, with four of the six
respondents rating the program as either “good” or “excellent” (67%). The advantages
and difficulties associated with NRNG participation in an TTP program are noted to be
similar to those described by Salmond, et al., (2017).
Preceptor TTP Program Survey. The preceptors differed in the perceived value of the
preceptor module and differences seemed to be related to their prior experience with
precepting. One preceptor had extensive experience working with NRNGs and found the
preceptor module to be a review of prior knowledge; the other preceptor was newer to the
preceptor role and educational practices and found the module content to be very helpful.
Therefore, the value of the preceptor module likely depends on the background of the
preceptor. Responses on the preceptor surveys indicate that overall, the preceptors found
the TTP program beneficial. Suggestions for modifications were noted with one
suggestion that the NRNGs may benefit from meeting in small groups with the preceptor
for greater dialogue and sharing of experiences. The difficulty of finding time to meet
with the NRNG is also a common theme reported in the literature (Salmond, et al, 2017;
Cadmus, Salmond, Hassler, Black, & Bohnarczyk, 2016).
Casey-Fink New Graduate Experience Survey©. While findings from the statistical
analysis were not significant, the majority of the feedback from the NRNGs was positive
and indicated the TTP program was of value to them. There is practical significance in
knowing, even anecdotally, that the NRNGs benefitted from structured “touch-points”
throughout the program. The inability to collect data for statistical analysis in ECF
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settings has been cited by several authors (Cadmus, et al, 2016; Spector, et al., 2015) and
yet, they also reported qualitative feedback was valuable and should be disseminated.
Debriefing meeting. Feedback from the debriefing meeting was helpful and indicated
that overall, the preceptors, CNO, and DDCO saw value in the program. Anecdotally,
there was evidence that the program had a positive impact on retention of at least one of
the NRNGs. This is anecdotal and reflects only one NRNG; however, if over time, one
out of every seven NRNGs stay with the organization because of the TTP program, this
would amount to a significant decrease in turnover and result in cost savings for
organization.
Lessons learned and future recommendations.
This EBP project was successful primarily because of the commitment of the
CNO to provide a TTP program for nurses in her organization. Because of her
leadership, the buy-in of others was relatively easy to obtain and there was a high level of
commitment for completion of the pilot project. It was valuable to witness how the buyin of leadership influenced the commitment to the project.
In hindsight, the project would have been more meaningful to this organization if
licensed practical nurses (LPNs) were included in the population. Most ECFs utilize more
LPN staff than RN staff and it would have been valuable to determine how the TTP
program impacted outcomes with LPNs. Including LPNs may have also increased the
population size. A recommendation for the future would be to include LPNs in the TTP
program. This would be very feasible since the TTP modules are designed for both RN
and LPN graduates.
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Another lesson was the need to allow for variation in implementation of the
project. No two organizations are exactly the same and this was true for the pilot sites,
even though both were part of the same parent organization. During the debriefing
meeting it was clear that each site had a unique culture and the ability to vary the
implementation process was valuable. This was evident in the timeline provided, as the
timeline seemed appropriate for one site but the other would have benefited from having
additional time for completion.
Finally, a lesson learned was the need to prepare contingency plans. This became
evident when the DON at one pilot site was oriented to the project but left the
organization just prior to implementation. Although another preceptor was identified, it
would have been helpful have a back-up plan from the beginning.
Dissemination of findings.
The final step in the IOWA model is dissemination of findings. Dissemination is
important for professional learning and findings should be shared both inside and outside
the organization to support the growth of an EBP culture, increase knowledge, and
promote adoption of findings in other organizations (Melnyk & Fineout-Overholt, 2015).
The findings from this pilot project were shared with the organizational stakeholders via
email communication and the DNPSL has offered to return to one of the quarterly
Executive Director and DON meetings to share the outcomes of the pilot project. Plans
for dissemination include sharing findings via professional presentations and submission
of manuscripts to peer-reviewed journals. The findings from this pilot project are
valuable to those looking for cost effective TTP programs that can be implemented in
ECFs and the implementation plan provides additional specific information about
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utilization of the NCSBN TTP program. This study serves as an adjunct to the prior
study completed by the NCSBN that looked at how effective the TTP program was in
non-hospital settings (Spector, et al., 2015).
Conclusion.
The purpose of this project was to support the NRNG in TTP and improve
outcomes for the organization. Implementing an EBP change focused on TTP in this ECF
can lead to improved outcomes for NRNGs, the organization, and the residents. Based
on evidence from the literature, these outcomes include decreased turnover, improved
competency and confidence of NRNG, and decreased deficiencies in care. For these
reasons, TTP has been and will continue to be a critical factor in the success of the
nursing profession and the provision of safe, quality care. For this EBP change project, it
was imperative for the DNPSL to apply current evidence related to TTP programs and
modify the selected program to meet the unique values and preferences of the
organization. Developing and implementing a formalized TTP program is a feasible way,
both logistically and financially, for the organization to support the NRNG through TTP
and achieve improved outcomes. Based on the findings of the pilot study, the CNO,
preceptors, and DDCO voiced their commitment to implementing the TTP program
across the organization and at the conclusion of the project unanimously agreed to
develop a task force for implementation of the TTP program for all new RNs and LPNs
hired. They also intend to include seasoned nursing staff, develop specific case studies
and examples focused on the ECF environment, and develop a plan for completion of the
module during scheduled time off the unit. These changes and modifications will further
meet the unique needs of this organization and create a successful TTP program.
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Appendix A
IOWA Model of Evidence-Based Practice to Promote Quality Care

Used/reprinted with permission from the University of Iowa Hospitals and Clinics,
copyright 2015. For permission to use or reproduce, please contact the University of
Iowa Hospitals and Clinics at 319-384-9098.
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Appendix B
Databases Searched and Data Abstraction
Date of
Search

Keyword(s), Subject headings,
MeSH terms Used

2/15/16

Key Words
new graduat* nurs*and self-efficacy
or “self efficacy” or confidence

2/15/16

Key Words and Subject
“new graduat* nurs*”

Database/Source
Used

Cochrane

CINAHL

“new graduat* nurs*” AND selfefficacy or “self-efficacy” or
confidence

2/15/16

Key Words
New graduate nurse and selfefficacy or self efficacy or
confidence

PubMed

Limits
Applied

Number
of Hits

No

19

(placed “
marks around
“new nurse
graduate”

2

No
Yes -research

4571
1179

Yes - research
Yesresearch/subje
ct-new
graduate nurse
Yes- English
only added
Yes-US only
added
Yes – time
frame 19902016

185

74

Study Selections
Number of
Number of Keeper
Abstracts
Studies for Critical
Reviewed
Appraisal &
Evaluation
None – content
not on topic
2

1

31

21

0 abstracts (titles
reviewed for
applicability)

12

132

127
55
173

Appendix C
Rapid Critical Appraisal Tools
Rapid Critical Appraisal of Descriptive Studies
1. Why was the study done?
a. Was there a clear explanation of the purpose of the study and, if so, what was
it?
2. What is the sample size?
a. Were there enough people in the study to establish that the findings did not
occur by chance?
3. Are the instruments of the major variables valid and reliable?
a. How were variables defined?
b. Were the instruments designed to measure a concept valid (did they measure
what the researcher said they measured)?
c. Were they reliable (did they measure a concept the same way every time they
were used)?
4. How were the data analyzed?
a. What statistics were used to determine if the purpose of the study was
achieved?

5. Were there any untoward events during the study?
a. Did people leave the study and, if so, was there something special about them?

6. How do the results fit with previous research in the area?
a. Did the researchers base their work on a thorough literature review?
7. What does this research mean for clinical practice?
a. Is the study purpose an important clinical issue?
Adapted with permission from Melynk, B.M., Fineout-Overholt, E., editors. Evidence-based practice in nursing and healthcare: A
guide to best practice (2nd ed.) (2011). Philadelphia: Wolters Kluwer Health/Lippincott Williams and Wilkins
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Rapid Critical Appraisal of Cohort Studies
1. Are the results of the study valid?
a. Was there representative and well defined sample of
patients at a similar point in the course of the disease? Yes
Unknown

No

b. Was follow up sufficiently long and complete
Unknown

Yes

No

c. Were objective and unbiased outcome criteria used?
Unknown

Yes

No

d. Did the analysis adjust for important prognostic risk factors
and confounding variables?
Yes
Unknown

No

2. What are the results?
a. What is the magnitude of the relationship between predictors
(i.e., prognostic indicators) and targeted outcome?
____________________

b. How likely is the outcome event(s) in a specified period of time?
____________________

c. How precise are the study estimates?
_____________________

3. Will the results help me in caring for my patients?
a. Were the study patients similar to my own
Unknown

Yes

No

b. Will the results lead directly to selecting or avoiding therapy Yes No
Unknown

c. Are the results useful for reassuring or counseling patients?
Unknown

Yes

No

Adapted with permission from Melynk, B.M., Fineout-Overholt, E., editors. Evidence-based practice in nursing and healthcare: A
guide to best practice (2nd ed.) (2011). Philadelphia: Wolters Kluwer Health/Lippincott Williams and Wilkins
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Rapid Critical Appraisal of Systematic Reviews of Clinical Interventions/Treatments
1. Are the results of the review valid?
a. Are the studies contained in the review randomized
controlled trials?
Unknown

Yes

No

b. Does the review include a detailed description of the search
strategy to find all relevant studies?
Yes
Unknown

No

c. Does the review describe how validity of the individual studies was
assessed (e.g., methodological quality, including the use of random
assignment to study groups and complete follow-up of the subjects)?
Yes
No
Unknown
d. Were the results consistent across studies?
Unknown
e. Were individual patient data or aggregate data
used in the analysis?
Unknown

Yes

No

Yes

No

2. What were the results?
a. How large is the intervention or treatment effect
______________________
b. (OR, RR, effect size, level of significance)?
______________________
3. Will the results assist me in caring for my patients?
a. Are my patients similar to the ones included in the review? Yes No
Unknown

b. Is it feasible to implement the findings in my practice setting? Yes No
Unknown

c. Were all clinically important outcomes considered, including
risks and benefits of the treatment?
Unknown

d. What is my clinical assessment of the patient and are there
any contraindications or circumstances that would inhibit me
from implementing the treatment?
Unknown
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Yes

No

Yes

No

e. What are my patient’s and his or her family’s preferences and
values about the treatment that is under consideration?
Unknown

Yes

No

Adapted with permission from Melynk, B.M., Fineout-Overholt, E., editors. Evidence-based practice in nursing and healthcare: A
guide to best practice (2nd ed.) (2011). Philadelphia: Wolters Kluwer Health/Lippincott Williams and Wilkins
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Appendix D
Review of Literature Evaluation Tables -Articles 1- 5
Article Citation
#1

Conceptual
Framework
and
Purpose

Study
Design/Method

Sample/Setti
ng

Names &
Definitions
of Major
Variables

Measuremen
t

Data
Analysi
s

Findings

Appraisal: Worth to
Practice

Missen, K.,
McKenna, L.,
Beauchamp, A.
(2014).
Satisfaction of
newly
graduated
nurses enrolled
in transition-topractice
programmes in
their first year
of employment:
A systematic
review. Journal
of Advanced
Nursing,
70(11), 24192433. doi:
10.111/jan.1246
4

To
investigate
job
satisfaction
&
confidence
levels of
graduate
nurses
during their
first year of
employmen
t & the
impact
various
training
programs
have on
these
factors

▪Systematic
review of effect
using narrative
synthesis.
▪Inclusion/exclusi
on criteria
identified
▪Effective Public
Health Practice
Project (EPHPP)
Quality
Assessment tool
used to rate
quality of studies
based on the
components of:
selection bias,
study design,
confounders, data
collection method
and withdrawals
and dropouts.

▪11 articles
▪new
graduate
nurses
▪United
States
▪University,
pediatric,
acute care,
Navy
hospitals

▪Job
satisfaction
▪Confidence
levels
▪Retention
rates

▪Varied by
study
▪Various
study
designs for
11 studies
included
▪For data
extraction
PICOS
framework
used on
variables of
sample size,
study design,
length and
type of
program,
comparative
group,
outcome
measures
and findings

▪No
metaanalysi
s done

▪Varied – in
studies with
findings specific to
confidence 4 of the
6 studies found an
effect of transition
programs on
confidence.
▪P values for only
2 studies reported
in data extraction
table. Both studies
with p values less
than 0.05
▪Job Satisfaction –
mixed
▪increased
retention/decrease
d turnover

Level: V
▪Strengths: defined
inclusion/exclusion
criteria; similar
population
▪Limitations: no metaanalysis; weak study
designs of articles
included;
measurement of
confidence variable
not consistent
▪Confidence in some
studies inferred from
measurement of job
satisfaction or
competence
▪All 11 studies
showed an effect on
satisfaction/confidence
levels
▪Risks: none
▪Benefit: positive
effect overall
▪Feasibility: high
cost/human resources
needed
▪Beneficial to practice
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Article
Citation
#2

Conceptual
Framework
and Purpose

Study
Design/Method

Sample/Setting

Names &
Definitions
of Major
Variables

Measurement

Data
Analysis

Findings

Appraisal: Worth
to Practice

Rush, K. L.,
Adamack, M.,
Gordon, J.,
Lilly, M. &
Janke, R.
(2013). Best
practices of
formal new
graduate nurse
transition
programs: An
integrative
review.
International
Journal of
Nursing
Studies, 50(3),
345-356. doi:
10.1016/j.ijnur
stu..2012.06.0
09

To identify
best practices
of formal new
graduate nurse
transition
programs.

▪Integrative
review of nursing
literature 20002011.
▪Inclusion
criteria: empirical
research, included
abstract, new
grads within one
yr. of graduation,
details of
transition
program, acute
care setting,
English
▪Exclusion: no
review of
literature, editorial
or gray literature,
no residential,
rural or
community
settings, specialty
areas

▪47 articles
-27 descriptive

▪Competency
& critical
thinking
▪Job
satisfaction
▪Cost
benefits
▪Retention &
turnover rates

▪Varied by
study
▪Various
study designs
▪No
aggregate
date or
statistical
analysis.
▪Tables used
to report
increase or
decrease in
variables of
competency
and critical
thinking; job
satisfaction

▪No
metaanalysis
done or
statistical
data
reported.

▪Varied–
▪Overall –
presence of a
formal new
graduate
transition
program
resulted in
good retention,
cost benefits
and improved
competency.
▪Closely
linked with
competence is
the new grad
level of
confidence.
14 articles
addressed the
impact of
transition
programs on
new grad.
confidence

Level: V

Each paper
scored for
level of
evidence.

--8 quasiexperimental
--5 qualitative
--7
longitudinal

▪Sample sizes
ranged from
10-7907.
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▪Strengths: defined
inclusion/exclusion
criteria; similar
population;
▪Limitations: no
statistical data;
themes only
reported; only 21%
of literature rated
as strong evidence;
variability of
studies and sample
sizes.
▪Risks: none
▪Benefit: Common
components of
transition programs
identified.
▪Feasibility: no
specific
intervention noted
▪Beneficial:
common features
of transition
programs noted

Article
Citation
#3

Conceptual
Framework and
Purpose

Study
Design/Method

Sample/Setting

Names &
Definitions of
Major
Variables

Measurement

Data Analysis

Findings

Appraisal:
Worth to
Practice

Spector, N.,
Blegen, M.
A., Silvestre,
J.,
Barnsteiner,
J., Lynn, M.
R., & Ulrich,
B. (2015).
Transition to
practice in
nonhospital
settings.
Journal of
Nursing
Regulation,
6(1), 4-13.

▪Study the use
of TPP
program in
facilities other
than hospitals
and with RNs
and LPNs
▪Assess the
generalizability
to
environments
beyond the
acute care
setting
▪Examine
effects of TTP
programs in
assimilating
new graduates
to the practice
environment in
their first
professional
nursing
position.
▪Transition to
Practice Model
used

▪Mixed method
comparison
study using a
longitudinal,
randomized
multisite design

▪23 sites
13 study (TTP)
group
o9 NH
o2 HH
o2 PH

▪reports of
errors
▪use of safety
practices
▪competency
▪work stress
▪job
satisfaction

New Nurses:
TTP Group &
Control
Group:

▪Data not
sufficient for
empirical
analysis of
quantitative
data
▪Descriptive
using dynamic
content
analysis

▪Qualitative
data –
generally new
nurses found
TTP program
increased
overall
confidence
and
competence
Proxy
outcomes:

Level: II

10 control
group
o8 NH
o1 HH
o1PH
▪48 new grads
o16 LPN
o32 RN
Nursing homes
hired all 16
LPNs and 21
of the RNs

No definitions
provided

IV: TTP
participation

DV:
Confidence
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Surveys at
baseline, 6, 9
& 12 months
for major
variables
Preceptors:
Surveys of
new nurse
competence at
6, 9 & 12
months
Tools: Overall
competence
tool & specific
competency
tool; Work
stress tool, job
satisfaction,
NCSBN
Practice Issues
Index; phone
interview,
focus group.

Safety – no
conclusion
Competency –
overall
increase at 9
months
Work stress –
Initially
higher in
study groups
but then
reversed
Turnover –
TTP group
greater
retention

▪Strengths:
inclusion and
exclusion
criteria
included for
sites and
nurses; similar
geographic
location
▪Limitations:
# not
sufficient for
power
analysis; not
all ECF; not
all RNs
▪Risks: none
▪Benefit:
positive effect
overall
▪Feasibility:
good with
TTP modules
reproducible
▪Beneficial to
practice

Article
Citation
#4

Conceptual
Framework and
Purpose

Study
Design/Met
hod

Sample/Settin
g

Names &
Definitions
of Major
Variables

Measuremen
t

Data Analysis

Findings

Appraisal:
Worth to
Practice

OlsonSitki, K.,
Wendler,
M. C., &
Forbes, G.
(2012).
Evaluating
the impact
of a new
nurse
residency
program
for newly
graduated
registered
nurses.
Journal for
Nurses in
Staff
Developme
nt, 28(4).
156-162.
Retrieved
from
www.jnsdo
nline.com

To determine effect
of a nurse residency
program on new
graduate experience,
retention & employee
satisfaction.
Research questions
were:

▪Descriptiv
e, nonexperiment
al, mixed
method
▪CaseyFink tool
and selfdeveloped
tool
▪Survey at
6 months
and 12
months

▪New
graduate
nurses hired
in 2006 and
2007 into
their first
nursing
position after
graduation
and entered in
the nursing
residency
program.
▪Midwestern
regional,
magnet
medical
center
▪31 subjects
completed
data at both
the 6 and 12
month time
frame and
were included
in the study.

DV:
▪New nurse
job
satisfaction
▪overall
new
graduate
experience,
retention
rates

▪Casey-Fink
tool
▪Selfdeveloped 7
question
survey
(Likert and
open-ended
questions).
▪measures
and findings

▪significant t
test
▪matcher pair t
test
▪SPSS
software
▪

▪Significant
differences on 9 of
24 quantitative
items on the CaseyFink from 6 months
to 12 months.
▪Nurse were more
confident in their
skills & abilities at
12 months
compared to 6
months.
▪Significant
differences in
subscales of support,
organization &
commitment; no
significant
differences in
subscales of safety,
stress, or
communication/lead
ership.
▪Reduced turnover
rates

Level: VI

1) What is the overall
new graduate
experience that
includes a nurse
residency program?
2) What is the
impact, if any, of the
nurse residency
program on new
nurse employee
satisfaction?
3) What is the
impact, if any, of the
nurse residency
program on new
graduate nurse
retention?

IV:
▪Participati
on in nurse
residency
program at
6 months
and 12
months.
satisfaction
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SPSS
software,
significant t
test,
matched
pairs,
Wicoxon
singed-ranks

▪Strengths:
▪Limitations:
▪Risks: none
▪Benefit:
positive effect
overall
▪Feasibility:
high
cost/human
resources
needed
▪Beneficial to
practice

Article
Citation
#5

Conceptual
Framework
and Purpose

Study
Design/
Method

Ulrich, B.,
Krozek,
C., Early,
S.,
Ashlock,
C.H.,
Africa,
L.M., &
Carman,
M. L.
(2010).
Improving
retention,
confidenc
e, and
competen
ce of new
graduate
nurses:
Results
from a
10-year
longitudin
al
database.
Nursing
Economic
s, 28(6),
363-375.

To examine
longitudinal
data from
the
Versant™
National
Database.
To analyze
outcomes of
a RN
residency
program
using a
variety of
metrics.

▪Longitudi
nal review
of data
collected
from 19992009 on
new
graduates
▪Metrics
included
demographi
cs,
measureme
nt
instruments
, status
reports,
evaluations,
and focus
groups/surv
eys.

Sample/Setting

▪Over 6000 new
graduate nurses
who completed
the Versant™
program
▪ Organizations
ranged from
small, rural
hospitals to large
health care
systems with
cohort sizes
from 4-110.
Children’s
hospitals &
general acute
care hospitals
nationwide
▪Comparison
group
demographics
given in % but
number of total
subjects not
identified.

Names &
Definitions of
Major
Variables
▪Employment
status
▪Turnover
intent (TOI)

▪Competence
▪Confidence
▪Empowerment
/autonomy/role
dissonance
▪Group
cohesion
▪Organization
commitment
IV:
Participation in
Versant™
Residency
program
DV: Turnover
intent
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Measurement

Data
Analysis

Findings

Appraisal: Worth
to Practice

▪Outcome
measures identified
as employment
status and turnover
intent.
▪Other measures
included
competency,
satisfaction, selfconfidence,
empowerment,
group cohesion &
organizational
commitment
▪Correlations for
predictor variables
done.

▪Regressio
n analysis
▪data
reduction
▪descriptiv
e statistics
▪metaanalysis
done

▪TOI was a
meaningful
predictor of
employment
status.
▪Turnover at 12
months 4.3%
compared to preVersant™
turnover of 27%
▪Competence
development &
self-confidence
were accelerated.
▪Significant (p
less than 0.
▪001) correlation
between Work
Satisfaction
Total score and
TOI; Nursing
Satisfaction
Total score and
TOI.

Level: VI
▪Strengths: large
population,
significant
correlations, 10
yr. data, TOI
important to cost
savings.
▪Limitations no
data given for
comparison group
▪No confidence
levels
▪Risks: none
▪Benefit: positive
effect overall
▪Feasibility: High
cost demand for
human resources,
beneficial to
practice

Appendix E
Synthesis Table
Author 1
Level of Evidence (ARCC)
Quality of Evidence (GRADE)
Study Design

Sample

Author 2

V
Moderate

Author 3

V

II

Moderate

Author 4
VI

Author 5
VI

Author 6
Agree II
5/7
Low

Low

Moderate

High

Systematic
review (no
metaanalysis)

Integrative
review (no
metaanalysis)

Mixed
method
comparison
longitudinal

Descriptive,
Longitudinal
cohort

Descriptive
longitudinal
cohort

National
Guideline
Clearinghou
se – Best
Statement

11 articles
(Range 86000)

47 articles
Range 107907)

23 sites/48
new grads

31 subjects

Over 6000
new grads

6 studies
reviewed

Self-efficacy/
Confidence/
Competency

Not
included

Job Satisfaction

Not
measured

Retention and/or cost savings

Recommended time for
orientation/residency/mentoring
program given?

Additional information

Any
supportive
programs
regardless
of time
Data
extraction
table
included

No

No

Time frame
6-12
months

Time frame
6-12
months

NA

Only 21%
of literature
rated as
strong
evidence

Nonhospital
settings
(including
ECFs)

Qualitative
themes
identified

10 year
study; 18
week
clinical
immersion

Team
building
and
mentoring
recommen
ded

Note:
Author 1: Missen, K., McKenna, L., Beauchamp, A. (2014). Satisfaction of newly graduated nurses enrolled in transition-to-practice
programmes in their first year of employment: A systematic review. Journal of Advanced Nursing, 70(11), 2419-2433. doi:
10.111/jan.12464
Author 2: Rush, K. L., Adamack, M., Gordon, J., Lilly, M. & Janke, R. (2013). Best practices of formal new graduate nurse transition
programs: An integrative review. International Journal of Nursing Studies, 50(3), 345-356. doi: 10.1016/j.ijnurstu..2012.06.009
Author 3: Spector, N., Blegen, M. A., Silvestre, J., Barnsteiner, J., Lynn, M. R., & Ulrich, B. (2015). Transition to practice in
nonhospital settings. Journal of Nursing Regulation, 6(1), 4-13.
Author 4: Olson-Sitki, K., Wendler, M. C., & Forbes, G. (2012). Evaluating the impact of a new nurse residency program for newly
graduated registered nurses. Journal for Nurses in Staff Development, 28(4). 156-162. Retrieved from www.jnsdonline.com
Author 5: Ulrich, B., Krozek, C., Early, S., Ashlock, C.H., Africa, L.M., & Carman, M. L. (2010). Improving retention, confidence,
and competence of new graduate nurses: Results from a 10-year longitudinal database. Nursing Economics, 28(6), 363-375.
Author 6: Sandfoss, E. (2013). Cincinnati Children’s Hospital Medical Center: Best Evidence Statement Team Building and
Mentoring for Increased Satisfaction and Retention, http://www.cincinnatichildrens.org/scv/aplha/h/health-policy/best.htm,
BESt162,pages 1-6, 3/25/13.
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Appendix F
Agency Permission
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Appendix G
Permission to use Casey-Fink Graduate Nurse Experience Survey©

June 2015

Dear Colleague:
Thank you for the inquiry regarding the Casey-Fink Graduate Nurse Experience Survey
(revised, 2006) instrument.
The survey was originally developed in the spring of 1999, initially revised in June 2002
and revised a second time in 2006. Since that time, it has been used to survey over 250
nurses in hospital settings in the Denver metropolitan area, and has been further validated
by over 10,000 graduate nurse residents participating in the University Health System
Consortium/AACN Post Baccalaureate Residency program and elsewhere nationally and
internationally. Psychometric analysis has been done using these data and is reported in
the summary included with this letter. We have published a report of the research we
conducted in the development of this instrument:
Casey K, Fink R, Krugman M, Propst J: The graduate nurse experience. Journal of
Nursing Administration. 2004; 34(6):303-311.
Fink RM, Krugman ME, Casey K, Goode CM. The Graduate Nurse Experience:
Qualitative Residency Program Outcomes. Journal ofNursing Administration:

We are granting you permission to use this tool to assess the graduate nurse experience in
your setting. Please note that this tool is copyrighted and should not be changed in any
way. We have enclosed a copy for you to use for reproduction of the instrument.
We hope that our tool will be useful in your efforts to enhance the retention, professional
development, and support of graduate nurses in your practice setting. Please email us if
you have further questions. We would be interested in being informed as to your results or
publications related to the use of our instrument.
Sincerely,

Kathy Casey, RN, MSN

86

Manager, Clinical Education Programs, Exempla Lutheran Medical Center
Adjunct Faculty, University of Colorado, College of Nursing
kathy.casey_@sclhs.net
Regina Fink, RN, PhD, AOCN, FAAN
Associate Professor, University of Colorado College of Nursing
regina.fink@ucdenver.edu
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Appendix H

Casey-Fink Graduate Nurse Experience Survey©

Casey-Fink Graduate Nurse Experience Survey (revised)
© 2006 University of Colorado Hospital. All rights reserved.

I.

List the top three skills/procedures you are uncomfortable performing independently at this time? (please
select from the drop down list) list is at the end of this document.
1.
2.
3.
4. ________I am independent in all skills

II.

Please answer each of the following questions by placing a mark inside the circles:
STRONGLY
DISAGREE
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DISAGREE

AGREE

STRONGLY
AGREE









































6. I feel my preceptor provides encouragement and feedback
about my work.









7. I feel staff is available to me during new situations and
procedures.









8. I feel overwhelmed by my patient care responsibilities and
workload.









9. I feel supported by the nurses on my unit.









10. I have opportunities to practice skills and procedures
more than once.









11. I feel comfortable communicating with patients and their
families.









1. I feel confident communicating with physicians.
2. I am comfortable knowing what to do for a dying patient.

3. I feel comfortable delegating tasks to the Nursing
Assistant.
4. I feel at ease asking for help from other RNs on the unit.

5. I am having difficulty prioritizing patient care needs.

STRONGLY
DISAGREE
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DISAGREE

AGREE

STRONGLY
AGREE

12. I am able to complete my patient care assignment on time.









13. I feel the expectations of me in this job are realistic.









my









15. I feel comfortable making suggestions for changes to the
nursing plan of care.









16. I am having difficulty organizing patient care needs.









17. I feel I may harm a patient due to my lack of knowledge
and experience.









18. There are positive role models for me to observe on my
unit.









19. My preceptor is helping me to develop confidence in my
practice.









20. I am supported by my family/friends.









21. I am satisfied with my chosen nursing specialty.









22. I feel my work is exciting and challenging.









14. I

feel
prepared
job responsibilities.

to

complete
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23. I feel my manager provides encouragement and feedback
about my work.









24. I am experiencing stress in my personal life.









25. If you chose agree or strongly agree, to #24, please indicate what is causing your stress. (You may circle more than once
choice.)
a.
b.
c.
d.
e.
f.
g.

III.

Finances
Child care
Student loans
Living situation
Personal relationships
Job performance
Other ______________________________

How satisfied are you with the following aspects of your job:
VERY
DISSATISFIED

MODERATELY
DISSATISFIED

NEITHER
SATISFIED
NOR

MODERATELY
SATISFIED
DISSATISFIED

VERY
SATISFIED

Salary
Vacation
















Benefits package











Hours that you work











Weekends off per month
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Your amount of responsibility











Opportunities for career advancement











Amount of encouragement and feedback











Opportunity for choosing shifts worked











IV.

Transition (please circle any or all that apply)

a.
b.
c.
d.

1. What difficulties, if any, are you currently experiencing with the transition from the "student" role
to the "RN" role?
role expectations (e.g. autonomy, more responsibility, being a preceptor or in charge)
lack of confidence (e.g. MD/PT communication skills, delegation, knowledge deficit, critical thinking)
workload (e.g. organizing, prioritizing, feeling overwhelmed, ratios, patient acuity)
d. fears (e.g. patient safety)
e. orientation issues (e.g. unit familiarization, learning technology, relationship with multiple preceptors,
information overload)
2.

What could be done to help you feel more supported or integrated into the unit?

a. improved orientation (e.g. preceptor support and consistency, orientation extension, unit specific skills
practice)
b. increased support (e.g. manager, RN, and educator feedback and support, mentorship)
c. unit socialization (e.g. being introduced to staff and MDs, opportunities for staff socialization)
d. improved work environment (e.g. gradual ratio changes, more assistance from unlicensed personnel,
involvement in schedule and committee work)
3.

What aspects of your work environment are most satisfying?
92

a.
b.
c.
d.
e.

peer support (e.g. belonging, team approach, helpful and friendly staff)
patients and families (e.g. making a difference, positive feedback, patient satisfaction, patient interaction)
ongoing learning (e.g. preceptors, unit role models, mentorship)
professional nursing role (e.g. challenge, benefits, fast pace, critical thinking, empowerment)
positive work environment (e.g. good ratios, available resources, great facility, up-to-date technology)
4.

a.
b.
c.
d.

What aspects of your work environment are least satisfying?

nursing work environment (e.g. unrealistic ratios, tough schedule, futility of care)
system (e.g. outdated facilities and equipment, small workspace, charting, paperwork)
interpersonal relationships (e.g.gossip, lack of recognition, lack of teamwork, politics)
orientation (inconsistent preceptors, lack of feedback)
5.

Please share any comments or concerns you have about your residency program:

______________________________________________________________________________

V.

Demographics: Circle the response that represents the most accurate description of your individual
professional profile.
1.

Age: _______ years

2. Gender:
a. Female
b. Male
3.

Ethnicity:
a. Caucasian (white)
b. Black
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c.
d.
e.
f.
4.

Hispanic
Asian
Other
I do not wish to include this information

Area of specialty:
a. Adult Medical/Surgical
b. Adult Critical Care
c. OB/Post Partum
d. NICU
e. Pediatrics
f. Emergency Department
g. Oncology
h. Transplant
i. Rehabilitation
j. OR/PACU
k. Psychiatry
l. Ambulatory Clinic
m. Other:

5.

School of Nursing Attended (name, city, state located):

6.

Date of Graduation:

7.

Degree Received:

8.

Other Non-Nursing Degree (if applicable):

9.

Date of Hire (as a Graduate Nurse):

AD: ________ Diploma: ________ BSN: ________ ND: ________
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10.
a.
b.
c.
d.
e.
f.
g.

What previous health care work experience have you had:
Volunteer
Nursing Assistant
Medical Assistant
Unit Secretary
EMT
Student Externship
Other (please specify):

11. Have you functioned as a charge nurse?
a. Yes
b. No
12. Have you functioned as a preceptor?
a. Yes
b. No
13. What is your scheduled work pattern?
a. Straight days
b. Straight evenings
c. Straight nights
d. Rotating days/evenings
e. Rotating days/nights
f. Other (please specify):
14.

How long was your unit orientation?
a.
Still ongoing
b.
≤ 8 weeks
c.
9 – 12 weeks
d.
13 – 16 weeks
e.
17 - 23 weeks
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f.

≥ 24 weeks

15. How many primary preceptors have you had during your orientation?
_________ number of preceptors
16.

Today’s date:

Drop down list of skills
Assessment skills
Bladder catheter insertion/irrigation
Blood draw/venipuncture
Blood product administration/transfusion
Central line care (dressing change, blood draws, discontinuing)
Charting/documentation
Chest tube care (placement, pleurovac)
Code/Emergency Response
Death/Dying/End-of-Life Care
Nasogastric tube management
ECG/EKG/Telemetry care
Intravenous (IV) medication administration/pumps/PCAs
Intravenous (IV) starts
Medication administration
MD communication
Patient/family communication and teaching
Prioritization/time management
Tracheostomy care
Vent care/management
Wound care/dressing change/wound vac
Unit specific skills _______________________________________
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Appendix I
Plan for Implementation of EBP Project
IOWA Model Key Steps

Essential Actions

Stakeholder and Role

Timeframe

IDENTFY TRIGGER

Development of PICOT question based on
experiential experience with hiring practices
for new graduates. Identification of new
research and TPP tool for TTP in ECFs
(Knowledge focused trigger).

DNPSL – Facilitator of EBP change project.

SeptemberDecember
2017

Decision - Organizational
Priority? If yes:

Determine if TTP is a priority for the
organization by conducting a needs
assessment.

CNO & DNPSL – discuss outcomes for NRNG TTP and current
issues related to hiring/turnover/safe patient care.

September December
2017

Form a Team

Identify project participants.

CNO & DNPSL – present to stakeholders and elicit champions for
project.

October 2017

Assemble Related Research and
Literature

Complete literature review.

DNPSL – facilitate input for updated literature review.

September December
2017

Critique and Synthesize
Research for Use in Practice

Share with stakeholders.

DNPSL – facilitate sharing of findings of critical appraisal of
literature with stakeholders.

September December
2017

Decision-

Review level of recommendations from
critical appraisal and make decision for
proceeding. Identify intervention to pilot.

DNPSL – share recommendations with stakeholders, elicit input,
and facilitate decision making for proceeding based on needs
assessment. CNO – support project.

JanuaryMarch 2018

Determine process and outcome measures.
Select tools to measure outcomes and obtain
permission for use of tool as needed. Consult
with statistician for data analysis plan. Letter

DNPSL – obtain permission to use tool if required and meet with
statistician.

October 2017

Sufficient Base?

DNPSL -gather data from HR related to hiring and turnover,
determine current orientation process, gather orientation materials
from each facility. Develop needs assessment tool, administer it to
stakeholders and analyze data.

If yes:
Select Outcomes
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to request permission to use outcome
measurement tools as needed.
Collect Baseline Data

Determine parameters for selecting NO
participants. Collect baseline turnover data.
Consent form for participation in study.

DNPSL & DONs to determine timeline for implementation and
parameters for inclusion of participants. DNPSL facilitates the
process of administering the outcome measurement tool to NOs
for baseline data.

March 2018

Design EBP Guidelines

Determine timeline for implementation,
number of participants, and training for
preceptors. Determine budget and points for
evaluation of process, structure, and outcomes.

DNPSL and DONs to determine timeframe for implementation,
collection of outcome measurements, and evaluation and training
of preceptors. CNO to identify budgetary parameters.

FebruaryMarch 2018

Proposal defense
IRB determination.

March 2018
April 2018

Implement EBP at pilot facilities

Implement per EBP design.

DNPSL to oversee implementation with frequent check-in points
with preceptors. DONS/preceptors implement project.

April 30,
2018 through
August 10,
2018

Evaluate Process and Outcomes

Assess structure, process and outcomes and
provide feedback.

DNPSL to facilitate evaluation. Elicit feedback related to structure
and process. Identify barriers/facilitators. Data analysis.

August 2018

Modify Practice Guidelines

Implement changes for increased effectiveness
and impact on improved outcomes.

DNPSL and stakeholders identify modifications as indicated
through outcome measures and feedback for structure and process.

August 2018

Decision –

Determine significance of outcome data to
organization and NRNGs.

Determine impact on TTP at pilot facilities.

August 2018

Institute Change in Practice

Implement change in additional facilities.

Stakeholders to determine feasibility of implementation in other
facilities and develop a plan for implementation.

August 2018

Monitor and Analyze Structure
Process, and Outcome Data

Put process in place for ongoing assessment of
structure, process and outcome data.

DNPSL to work with stakeholders to identify needs for
sustainability. Dissemination of findings.

August 2018

Is Change Appropriate for
Adoption in Practice?

CNO = Chief Nursing Office
DONs = Directors of Nursing
DNPSL- Doctorate of Nursing Practice Student Liaison (Gwen Stevenson)
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Appendix J
IRB Determination
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Appendix K
Letter of Introduction to TTP Program
Congratulations on beginning your career as a registered nurse! In addition to your orientation to
OhioLiving (whether recent or sometime during the past 12 months), you will be taking part in a new
transition to practice (TTP) program that is being piloted at your facility. You have been selected to
participate in this program by your Director of Nursing based on your length of employment as an RN
with OhioLiving. This is an exciting opportunity, not only to participate in a TTP program, but to also
provide valuable feedback about the program. Feedback from participants such as yourself, will help
guide future decisions about possible implementation of the program in other facilities.
The TTP program is a web-based program and will span 10 weeks, during which time you will
work with a designated preceptor. The program consists of 5 modules and you will complete one module
every two weeks with each module taking approximately 2-4 hours. The modules are interactive and
include an assignment book; the attached brochure provides an overview of the program content which is
reflective of QSEN competencies. Your preceptor will meet with you after completion of each module to
discuss the assignments and you will be paid or given release time to complete each module and meet
with your preceptor. Following successful completion of each module you will be able to print a
certificate of completion and earn four hours of continuing education for each module completed.
For this program, your preceptor will be your primary point of contact; however, as a Doctorate
of Nursing Practice (DNP) student in the joint Wright State University-Miami Valley College of Nursing
& Health and University of Toledo College of Nursing DNP program, I will be collecting feedback from
preceptors and preceptees to evaluate the TTP program. Following completion of the program you will
be asked to complete an anonymous survey and return it to me via postal mail in a pre-paid, selfaddressed envelope. To maintain anonymity of the responses, I will not know the names of who is
participating in the transition to practice program. Please do not include your name on the survey or
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return envelope. You do not have to return the surveys if you don’t want to and your decision to
participate (or not) will not affect your employment with OhioLiving.
Additionally, you will be asked to complete the Casey-Fink Graduate Nurse Experience Survey
before and after completion of the TTP program. This survey is intended to gauge your experience as a
new nurse and will also be returned via postal mail in a pre-paid, self-addressed envelope. To allow for
comparison of before and after responses to the survey you will be asked to provide an unique identifier,
known only to you, on the returned surveys; therefore, these responses will be anonymous as well. There
is no known risk or benefit to you in completing either survey; however, your feedback may help nurses
better understand how to effectively implement the TTP program and assist new nurses with their
transition to practice. The time to complete each individual survey is estimated to be 15 minutes or less.
Completion of the surveys is voluntary and return of the survey implies consent.
If you have questions regarding the transition to practice program or the surveys (these will be
given to you by the preceptor at the appropriate time) please do not hesitate to contact me at (937) 7263339 or gwendolyn.stevenson@wrightstate.edu
Best wishes for a very rewarding nursing career.

Sincerely,

Gwen Stevenson, MS, RN, CNE
DNP Student
Wright State University-Miami Valley College of Nursing/
University of Toledo College of Nursing
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Appendix L
New Graduate – TTP Program Survey
Research has shown orientation practices influence the successful transition to practice of a new
nurse and in turn, successful transition to practice has implications for safe patient care, the
nursing profession, and healthcare organizations. To help us evaluate the TTP program please
reflect on your participation in the TTP program and share what was helpful or not so helpful to
you as a new nurse. Please reflect carefully and provide constructive comments to the questions
below. Your responses will be anonymous. Thank you.

1. How long did it take you to complete each individual course?
Title of Module

Amount of Time to Complete

Communication & Teamwork
Patient & Family Centered Care
Evidence-Based Practice
Quality Improvement
Informatics

2. When and where did you complete the majority of the modules: (select one answer)
_____During down time while at work
_____Before your shift started
_____After your shift ended
_____At home or outside of your work environment
3. Did you experience any difficulties accessing the modules on the computer?
_____No
_____Yes (describe difficulty)

4. Please describe the most helpful part of the TTP program for you.
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5. Please describe the least helpful part of the TTP program for you.

6. What, if anything, do you think could be added to the TTP program to better support a new
nurse?

7. Based on your experience, rate the effectiveness of TTP program for you as a new nurse
(circle one).
Excellent

Good

Fair

Poor

Comments_____________________________________________________________________

8. Please rank the modules from highest (1) to lowest (5) in terms of what you feel you most
needed to know as a new nurse (1- most need to know; 5-least need to know).
a.

_____Communication & teamwork skills

b.

_____Knowledge of patient & family-centered care

c.

_____Knowledge of evidence-based practice

d. _____ Knowledge about quality improvement
e. _____ Knowledge and skill with informatics
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9. During this TTP program, what has been the most helpful to you in developing confidence in
your RN role?

10. What difficulties, if any, have you experienced with transitioning from your student role to
the RN role?

11. Please share any other thoughts in relation to the TTP program.
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Appendix M
Preceptor – TTP Program Survey
Research has shown orientation practices influence the successful transition to practice of a new
nurse and in turn, successful transition to practice has implications for safe patient care, the
nursing profession, and healthcare organizations. To help evaluate the TTP program please
reflect on your participation in the TTP program as a preceptor and share your perceptions and
experience. Your responses will be anonymous. Thank you.

1. How long did it take you to complete the preceptor course?
__________________________________________________
2. Did you experience any difficulties accessing the modules on the computer?
_____No
_____Yes (describe difficulty)

4. Please describe the most helpful part of the preceptor module for you.

5. Please describe the least helpful part of the preceptor module for you.
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6. What, if anything, do you think could be added to the preceptor module to better support a
new preceptor?

7. Based on your experience, rate the effectiveness of TTP program in supporting a new nurse.
(circle one).
Excellent

Good

Fair

Poor

Comments:

8. Please rank the modules from highest (1) to lowest (5) in terms of what you feel a new nurse
most needs to know (1- most need to know; 5-least need to know).
a.

_____Communication & teamwork skills

b.

_____Knowledge of patient & family-centered care

c.

_____Knowledge of evidence-based practice

d. _____ Knowledge about quality improvement
e. _____ Knowledge and skill with informatics

9. During your role as a preceptor, what additional resources would have been helpful?
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10. What were the challenges and benefits of serving as a preceptor?

11. Please share any other thoughts in relation to the TTP program and serving as a preceptor.
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Appendix N
Timeline for Implementation of TTP Program
Start Date
April 30

End Date
May 4

May 7

May 11

May 11

May 20

May 21

June 3

June 4

June 17

June 18

July 1

July 2

July 15

July 16

July 29

Action
Purchase of TTP modules
▪ Access codes distributed to preceptors

To Be Completed By
Division Director of Clinical
Operations (DDCO) to facilitate

• Identification of participants per study protocol
Orientation of preceptors to program
▪ Preceptors provided copies of brochures, letters of introduction, surveys, and return
mailing envelopes
▪ Meetings to review process
Preceptors complete preceptor online preceptor module

DDCO to facilitate and create list

Preceptor meets with NRGNs and provides brochure, letter of introduction, surveys, and return
mailing envelope

Preceptor at Pilot Site 1 & 2

Participants return pre-survey to DNP liaison

New Registered Nurse
Graduates (NRNGs)
NRNGs and preceptors

Participants begin module 1
Preceptor meets with NRNGs after completion for discussion and Q/A
Participants begin module 2
Preceptor meets with NRNGs after completion for discussion and Q/A
Participants begin module 3
Preceptor meets with NRNGs after completion for discussion and Q/A
Participants begin module 4
Preceptor meets with NRNGs after completion for discussion and Q/A
Participants begin module 5
Preceptor meets with NRNGs after completion for discussion and Q/A

July 30

August 4

Preceptor provides NRNGs with post surveys and return mailing envelope
NRNGs and preceptors complete surveys and return

August 6

August 10

Data analysis

*Timeframe will be adjusted to end later if any new graduate nurses are hired between May 21 and June 21
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Doctorate of Nursing Practice
Liaison (DNPSL) and DDCO
DNPSL and DDCO
Preceptor at Pilot Site 1 & 2

NRNGs and preceptors
NRNGs and preceptors
NRNGs and preceptors
NRNGs and preceptors

Preceptors
NRNGs and preceptors
DNPSL

